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Greetings to Members of the 
Michigan State Medical 
Society 


By Judge Herman Dehnke 
President, Michigan Tuberculosis Association 


Harrisville, Michigan 


T HERE IS probably no finer example of the 

broad sense of responsibility which has been in- 
herent in the medical profession from its begin- 
ning than the history of the voluntary tuberculosis 
movement in our country. When it became clear 
that tuberculosis was preventable, communicable 
and perhaps curable, leaders of: the American 
medical profession saw that a new type of medical 
service needed to be created. These men, of whom 
Henry D. Baker of Michigan was outstanding, 
realized that treating the sick alone would not 
bring ultimate victory over the disease. Out of 
their vision and resourcefulness grew the educa- 
tional agency which is today the tuberculosis as- 
sociation. 


The Michigan Tuberculosis Association holds 
that it is an extension of the arm of the medical 
profession, an extension intended to arouse public 
response to medical and scientific truths. It was 
intended by the profession which created it to be 
the means by which helpful information might be 
supplied, misinformation be dispelled and intelli- 
gent action be substituted. The work of the 
voluntary tuberculosis associations the country 
over, and most certainly in our own state, has 
never deviated from that principle. The people 
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of Michigan through more than forty years have 
increasingly understood this purpose and have 
generously responded to the pleas for financial 
support made each year through the sale of 
Christmas Seals. The public not alone has re- 
sponded to the plea for money help but also has 
moved forward by providing out of tax funds the 
defensive and protective measures which the sci- 
ence of medicine has developed. 


It is gratifying to note that there is a warm 
bond of friendship and understanding between the 
medical profession and the lay men and women 
who are the voluntary agency—a bond which 
could not have been developed similarly by any 
other means. It is a great misfortune for the 
people of our country that alien, defeatist ideol- 
ogies of a type bound to destroy the self-reliance 
and personal integrity of individuals by reduc- 
ing them to the dependency status of domestic 
animals should be so thoughtlessly accepted in some 
quarters. The failure of lay leaders at present in 
positions of influence to understand and honestly 
interpret the ideals and services of the most cul- 
tured profession of our civilization is a great and 
unfortunate social tragedy. Perhaps the situation 
could be improved if the voluntary groups were 
encouraged to tell what they know about the 
profession, its purposes and its great mission. In 
a small way the Michigan Tuberculosis Associa- 
tion has attempted to do that. 


In behalf of the association may I say that it is 
greatly honored and sincerely appreciative of the 
opportunity given by the editorial committee of 
THE JouRNAL to prepare the table of contents and 
to invite qualified authors to prepare the sub- 
ject matter contained in this November, 1949, 
issue. ae 
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Presidential Address 


By H. Corwin Hinshaw, M.D. 
President, American Trudeau Society 
San Francisco, California 


E ARE AMONG the thousands of workers 

whose prime objective is the control of tu- 
berculosis. We know a logical method of attaining 
that objective; in fact, there is but one method. 
We have in our hands the implements with which 
to carry out that method. The method consists 
of finding and persuading each person with tuber- 
culosis to seek medical care and to provide his 
physician with the necessary knowledge to treat 
the disease effectively; restoring the individual, 
and protecting others from contagion. 


This task involves the acquisition of new knowl- 
edge—research—and the distribution of existing 
knowledge—education. Education involves the 
public and the medical profession. The doctor in 
his office, his hospital, his public clinic, is impotent 
unless the patient comes to him. The patient is 
in jeopardy unless he knows that he is a patient, 
and unless the doctor knows how to treat him. 
These principles are inseparable and his logic is in- 
contestable. 


As a physician, and as president of the medical 
section of the National Tuberculosis Association, 
I am most interested in the doctor’s job. But I 
am mindful of his utter dependence upon the 
health educator, his inseparable ally in the cam- 
paign against tuberculosis. 


I should like to speak frankly of some ways in 
which we may have been retarding the progress 
of tuberculosis control. Most dangerous is our 
emphasis upon our accomplishments rather than 
emphasis upon our unfulfilled tasks. We have 
been boasting to the world of our great strides 
toward eradication of the disease and are beginning 
to believe our own propaganda. That situation 
is becoming dangerous, and we should face the 
facts. 


Let us forget all about progressive reduction in 
tuberculosis mortality statistics for a moment and 
look at the present situation. Tuberculosis, today 
in the United States, remains the most important 
chronic fatal disease to be caused by a “germ,” 





Given by Dr. Hinshaw as outgoing president of the American 
Trudeau Society at the annual meeting, May 3, 1949, in Detroit, 
Michigan. 
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the most important infectious disease, the most 
important of all diseases of young people, ,the 
most important of the truly preventable diseases 
—need I say more? 


But there is more to be said—much more! 
Our mortality statistics list tuberculosis in com- 
parison with groups of other diseases. “Heart 
disease” is not a disease but a dozen or more 
of different cause and different significance; ar- 
teriosclerotic heart disease of the aged, rheumatic 
heart disease of the young, hypertensive heart dis- 
ease of middle and later life, infectious diseases 
of the heart, like bacterial endocarditis and many 
rarer conditions. These are all grouped together 
to be compared with tuberculosis. 


Cancer is not a disease, nor do the many types 
of cancer have the same medical or public health 
problems, but in our mortality tables the various 
cancerous diseases are grouped together to com- 
pare with tuberculosis. Most cancer appears to 
be a degenerative disease of older age; most deaths 
from heart disease are from degenerative causes in- 
cident to old age. Everyone has to die some day 
from some cause, and these conditions will and 
should increase as our people live longer and long- 
er lives. We all support with enthusiasm the cam- 
paign against heart disease and cancer, some of 
which is preventable and some of which may occur 
during productive years. 


Tuberculosis is also displaced on the list of 
causes of death by accident—all types of accidents, 
in the house or on the highway. This is obviously 
another unfair comparison. I believe that if mor- 
tality tables were arranged in a more logical man- 
ner, with diseases grouped properly, tuberculosis 
would be in a much more prominent position. If 
listed according to degree of preventability, we 
would be more alarmed by our present tuber- 
culosis death rate; or if listed according to age 
groups affected, according to years of potential 
life lost; or if listed according to actual cost in 
dollars; or if listed according to sorrow, hardship, 
frustration, and degradation caused—then we 
would be less complacent, and our efforts would 
be intensified. 

May I mention also that if causes of death were 
listed according to organs affected, diseases of the 
lungs would stand high on the list. Among chronic 
diseases, tuberculosis, asthma and _ bronchiectasis 
stand high; among acute infectious diseases, pneu- 
monia is most important; among sudden causes 
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of death, pulmonary embolism is near the head of 
the list; and among malignant diseases, cancer of 
the lung is one of the commonest in the male sex. 

Sometimes I hear strangely childish concepts of 
the doctor’s role in treatment of disease. We have 
talked so much about scientific medicine that some 
people have come to think of the doctor as a 
technician who subjects his patients to a series 
of specific tests and grinds out a diagnosis. Then 
he applies the appropriate remedy and restores 
the person to health, or admits that medical sci- 
ence has not yet conquered the malady. 


We speak so glibly of medicine as a science that 
some have come to think of medical practice as 
a technological pursuit—applying fixed formulas 
to compute the diagnosis. Some believe that there 
usually are rules and regulations applying to the 
cure or relief of each condition diagnosed. That 
kind of medicine is easy, but it is the smallest 
segment of medical practice. 


Patients are people; they have intellect, they 
have imagination, they have emotions—they have 
souls. No two normal people react to the same 
disease in the same way, and few human miseries 
are caused entirely by pathologic alterations of 
body structure. 


Symptoms are almost always caused by a blend 
of a pathologic condition with fear, apprehension, 
and perhaps fatigue. Indeed, more than half of 
all persons seeking medical advice have no sig- 
nificant organic disease, no detectable alteration 
of body structure. Their symptoms are due to 
misbehaving organs, not diseased organs. We call 
these complaints “functional” as distinguished 
from “organic” or structural defects. But func- 
tional complaints are very real, not imaginary, 
and they often are curable; nor does the relief 
usually involve any extensive psychiatric treatment. 


And when organic disease strikes—tuberculosis, 
heart disease; cancer—the emotional aspects, the 
functional disturbances, are as real, and often 
more disturbing and confusing to doctor and pa- 
tient, as are the pathologic alterations of body tis- 
sues and organs. Even a major operation is to 
the normal person frequently more of an emo- 
tional experience than it is a physical experience. 
Medicine is a ministry as well as a science, and 
the practice of medicine a calling as well as an 
occupation. 


The modern school of medical practice believes 
in full and complete instruction of the patient. He 
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not only may but must know the facts, good and 
bad, and he is not merely the subject of medical 
treatment—he is the partner of his physician and 
shares the task of achieving recovery. 


Gone are the days of “know it all” bedside man- 
ner; gone are the days of incomprehensible Latin 
prescriptions; gone are the days of mysterious 
diagnoses. Patients see their x-rays; they know 
the results and meaning of laboratory tests; they 
know the diagnoses and something of the future 
outlook. And doctors no longer hesitate to admit 
their ignorance of causes of some diseases, or their 
inability to treat some conditions successfully. 


In his mission the physician has many allies. 
First of all, the patient himself, then the corps of 
nurses, technicians, hospital workers. And we 
should mention his dependence upon other physi- 
cians of this and previous generations whose duty 
it is to record their knowledge and experience in 
medical literature, now an enormous store of in- 
formation. 


The modern physician sees a greater duty than 
that of restoring people who feel ill to a state of 
health and self-satisfaction. He feels it his duty 
to advise normal, well people how to remain well, 
happy, and productive. He is learning how to 
examine well people and keep them out of trouble. 
Through some newer methods of sharp detection of 
earliest manifestations of incipient disease, he may 
avert many of the tragedies which occur when his 
advice is sought belatedly. Through his knowl- 
edge of personal hygiene, immunization, nutri- 
tion, he may prevent disease. Through his knowl- 
edge of the vagaries of the nervous system, he 
may interpret functional symptoms more accu- 
rately now than before. 


In the prevention of disease the physician has 
most powerful allies in public health experts— 
field workers and executives. These are trained 
educators; these are inspired and diligent crusad- 
ers; these not only work beside the physician— 
they work ahead of him. They make possible the 
application of his skills and arts to vast numbers 
of people otherwise beyond the doctor’s reach. 
Physicians should know more of these professional 
allies who are in both voluntary and official or- 
ganizations. Physicians should recognize more 
clearly the superior knowledge and training which 
these workers may possess and should use them as 
consultants in medical problems of social and 
community significance. 
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Now I have a good reason for emphasizing the 
role of the voluntary health crusader and the min- 
istry of the physician, for there are powerful forces 
on the loose, attacking what they call organized 
medicine. That term carries a certain hint of 
derision; nevertheless, I should like to come to 
the defense of organized medicine, admitting freely 
its imperfections. 


Organized medicine has been organized to ele- 
vate the standards of medical practice, to give the 
people of America better doctors, better drugs, bet- 
ter health, better laws. Its county, state and na- 
tional organizations have made steady and rapid 
progress in this direction, and as a result American 
medicine is today practiced by the highest stand- 
ards in the world. 


The American Trudeau Society, the medical sec- 
tion of the National Tuberculosis Association, might 
be considered as a part of organized medicine, I 
think, and can claim some share of the credit for 
the elevation of standards of practice in diseases 
of the chest, and some share of the responsibility 
for existing inadequacies. It seeks to create new 
knowledge (research) and to make this available 
to those who treat the sick (medical education). 
As part of organized medicine, we should work 
ever more closely with other medical organizations 
in our field and in other fields. If organized medi- 
cine suffers defeat in forthcoming battles, it is 
my personal opinion that it will be a defeat for 
voluntary health organizations as well as voluntary 
medical organizations. 


I do not wish to cast any shadow upon existing 
official local and federal health and medical agen- 
cies. They, too, belong to the team. They can 
do and are doing tasks which private and volun- 
tary groups could never hope to do. But they 
realize that they derive priceless inspiration and 
leadership from the voluntary agencies. There are 
but few men who are skilled in practice of medi- 
cine who would destroy our American system to 
create an omnipotent, devouring government 
agency. Medical men as a whole believe in apply- 
ing evolutionary methods, not revolutionary meth- 
ods, in attempts to improve medical care. 


I believe that we are now on the right track to 
achieve the tremendously great remaining task: 
the control of tuberculosis—and we should not 
forget that it is a big task. We have vastly more 
effective methods of detecting and treating tuber- 


(Continued on Page 1373) 
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Tuberculosis Control 


Responsibility of the Michigan 
Department of Health 


By John A. Cowan, M.D., M.S.P.H. 
Lansing, Michigan 


T THE VERY heart of the Tuberculosis Con- 

trol Program is awareness by the citizens of 
Michigan that the control of this dangerous com- 
municable disease is a proper responsibility of the 
state as a whole. Michigan led the nation in pro- 
viding prompt hospital care at state expense for 
every case of tuberculosis found within her borders. 
The Michigan statute has long been a model for 
sound, far-sighted health legislation. 


In unmistakable language, the law establishes the 
policy that “expenditures of public funds for the 
treatment or control of tuberculosis or for the treat- 
ment, isolation or control of persons afflicted with 
tuberculosis, shall be considered expenditures for 
the protection of the public health, and not as 
moneys advanced in the nature of welfare or re- 
lief.” It becomes the clear responsibility of the 
Michigan Department of Health to establish a basic 
pattern for the administration of tuberculosis con- 
trol, reflecting the policy established by statute, 
and interpreting it in Department of Health regu- 
lations. 


Obviously the provision of hospital care and 
treatment for persons suffering with tuberculosis 
is of major importance to the control of the 
disease. Essentially this is a county function. 
Through the years, however, a pattern of sharing 
the costs of hospitalization by county and state on 
a fifty-fifty basis has been established. During the 
past seven years the state has gradually assumed 
an even greater responsibility by paying the full 
cost of care for: (1) the entire case-load beyond 
a certain level in each county having a high hos- 
pitalized case-load in relation to tax income, (2) 
all honorably discharged veterans of the military 
services of the United States not eligible for care 
through the Veterans Administration, (3) persons 
living in Michigan who have not established a legal 
residence in some county in the state, (4) persons 
contracting tuberculosis during their period of 





Dr. Cowan is Director Division of Tuberculosis and Venereal 
Disease Control, Michigan Department of Health, Lansing, 
Michigan. 
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employment in the actual care of patients in any 
Michigan state hospital or institution. 

The total state appropriation for this subsidy 
for the fiscal year ending June 30, 1950, is $5,- 
869,000. The distribution of this subsidy to coun- 
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ties and to tuberculosis hospitals is a major func- 
tion of the Department. This does not include 
funds appropriated for the care of patients in three 
state-owned tuberculosis hospitals, for which $1,- 
634,870 has been appropriated by the state for the 
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same period. A part of the State Health Depart- 
ment’s responsibility in the distribution of state 
subsidies to counties is. the setting up of minimum 
standards governing the operation of tuberculosis 
sanatoria. The Michigan Department of Health 
has taken an active part in evaluating the need for 
additional hospital beds (726 beds are now pro- 
vided by the state in the three tuberculosis sana- 
toria and the University of Michigan Hospital). 
Construction of a fourth state-owned tuberculosis 
sanatorium in the Upper Peninsula is about to 
begin. Recommendations by the Tuberculosis 
Sanatorium Commission, the Michigan Sanatorium 
Association, the Michigan Tuberculosis Associa- 
tion, and the Michigan Department of Health 
also include a new sanatorium in southwestern 
Michigan and a fifty-bed addition to the present 
state sanatorium in Gaylord. 


Essentially, the day-to-day operation of the 
tuberculosis control program is the direct and 
official responsibility of the health director in 
county, city, or local district. The provisions for 
hospital care, necessary post-sanatorium care, 
examination of contacts, routine follow-ups, rou- 
tine testing and rehabilitation are local responsi- 


bilities. To the end that these provisions are as‘ 


adequate as possible, the local health director 
must take the initiative in co-ordinating all avail- 
able resources in his community. The fact that 
tuberculosis control is a major function of local 
health departments is attributable to the support 
that the local health director receives through 
strong legislation and adequate funds. 


This brings us to a second fundamental respon- 
sibility of the Michigan Department of Health 
for tuberculosis control. This is the responsibility 
of leadership, of co-ordinating the activities of 
both official and non-official agencies for the most 
efficient control program for the state as a whole. 

The Commissioner of the Michigan Department 
of Health serves also as chairman of the com- 
mission charged with administration of the state- 
owned hospitals. It is the responsibility of the 
State Health Department to conduct state-wide 
studies and surveys in co-operation with other 
agencies concerned with regard to proposed legis- 
lation and new sanatorium construction. The State 
Health Department has responsibility for epi- 
demiology in that it receives and analyzes re- 
ports on new cases of tuberculosis, deaths due to 


tuberculosis, and all hospitalized cases. 
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As an additional case-finding aid, the Depart- 
ment of Health operates five mobile x-ray units, 
which now screen an average of 300,000 persons 
a year. During 1948, seventy-four counties in the 
state took advantage of this service. The need 
for mass screening of the population, made possi- 
ble by the development of improved small film, 
is underscored by the facts that (1) x-ray is the 
only sure way to detect tuberculosis in its early 
stages before symptoms which might bring the 
patient to the attention of the family physician 
are present, and (2) 85 per cent of patients ad- 
mitted to tuberculosis sanatoria during 1948 were 
in the moderately advanced or far advanced 
stages of the disease, and 48 per cent of the total 
patients admitted were in the far advanced group. 


The promotion of programs in general hospitals 
for the routine chest x-raying of all admissions 
has also been carried on by the Department. 
Through federal grant-in-aid funds for- tubercu- 
losis control, photofluorographic units have been 
placed in twenty-three general hospitals through- 
out the state. 


As the final determination of active tuberculosis 
rests largely on the demonstration of tubercle ba- 
cilli, the operation of the system of state branch 
laboratories is an important function and _ re- 
sponsibility. Tuberculin is furnished at state ex- 
pense to all practicing physicians and departments 
of health upon their request. 


Other state health department responsibilities, 
not previously indicated, include: (1) provision 
of a consultation service to sanatoria and local 
health departments in the field of medical social 
service, and (2) evaluation of need and allocation 
of federal funds to local agencies for tuberculosis 
control. 


A tribute to the effectiveness of teamwork be- 
tween official and non-official agencies lies in the 
fact that tuberculosis has moved down to ninth 
place in the 1948 leading causes of death in 
Michigan. Tuberculosis remained the seventh 
leading cause of death in Michigan from 1940 
to 1947. The shaded map illustration entitled, 
“Five-Year Average Death Rates from Tuber- 
culosis in Michigan,” furnishes the latest avail- 
able picture of the location of the tuberculosis con- 
trol problem. ? 


It is apparent that, as has been true for some 
time, the areas of high mortality are the Upper 
Peninsula and Wayne County, including Detroit. 
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Basic to continuing long-range progress in 
Michigan’s tuberculosis control program are five 
needed improvements. They are: 


1. Better epidemiology. This is believed the most 
important single need for improvement. It in- 
volves the development of better case reporting 
with the use of improved techniques. Through 
better case reporting it will be possible to find 
through the examination of contacts an increas- 
ingly large percentage of cases in the early, rather 
than in the advanced, stages of tuberculosis. Im- 
proved case reporting will enable the State Health 
Department better to discharge its responsibilities, 
because estimates and recommendations of need 
for diagnostic and treatment facilities can then be 
made on a much sounder basis. 

In recognition of the prime importance of im- 
proving epidemiology, the establishment of a Cen- 
tral Registry is being considered by the Michigan 
Department of Health. It is anticipated that the 
Central Registry will bring about far-reaching im- 
provements in the collection and analysis of mor- 
bidity data. 


2. Provision for additional diagnostic-chest 
clinics. 


3. Studies on the work done by x-ray units sup- 
plied to general hospitals indicate that they have 
not materially improved local screening proce- 
dures. This remains as a challenge to local hos- 
pital groups to the end that this facility may be 
utilized to the fullest extent. 


4. Provision of additional sanatorium facilities. 


9. Development of a program for the control 
of active tuberculosis in the mental and penal in- 
stitutions of Michigan. The fact that ninety-one 
out of 1,561 tuberculosis deaths in 1948 occurred 
in Michigan mental and penal institutions. illus- 
trates the need for adding this new facet to the 
tuberculosis control program. 


Co-operation is and must be the keynote of an 
effective tuberculosis control program. The Michi- 
gan Department of Health serves the people of 
Michigan as the co-ordinating agency between of- 
ficial and voluntary organizations and a leader 
in the fight to stamp out this dangerous communi- 
cable disease. 
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The Chest Hospital 


By C. J. Stringer, M.D. 
Lansing, Michigan 


URING THE LAST decade accelerated case- 

finding methods and other additions to the 
total program for tuberculosis eradication, such as 
readily available surgical and rehabilitation serv- 
ices, have so radically altered the possible spheres 
of influence and service for tuberculosis control 
agencies that an appraisal of certain failures and a 
re-evaluation of the responsibilities inherent to the 
job appear warranted. 

Diagnosis, treatment and reclamation in tuber- 
culosis are so closely related to the management 
of other intrathoracic abnormalities that those 
persons and agencies who have in the past con- 
cerned themselves primarily with the problems 
directly related to tuberculosis control must, if 
their responsibilities are to be properly discharged, 
give immediate consideration to a much broader 
realm of activity. 

I believe there can be little argument against 
the concept that any private, voluntary or public 
agency or person who requests and receives the 
co-operation of the people in an x-ray survey 
program is directly responsible for seeing to it 
that a proper disposition is made of all abnormal 
findings of clinical. significance, «including advice 
to the patient. All too frequently those of us who 
are charged with the responsibility of carrying 
out actual programs of treatment are confronted 
with the unhappy duty of advising a patient or 
his family that too much time has been lost and a 
cancer or lung abscess has become inoperable, or 
that pulmonary cystic disease or bronchiectasis has 
become infected with tuberculosis, and the outlook 
for recovery has become unfavorable. All too 
frequently we are then advised that the patient 
would have paid more attention to suggestive 
symptoms, except for the fact that he had been 
x-rayed three months, six months or a year previ- 
ously, and had not received a report and assumed 
that everything was all right, or had received a 
report merely to the effect that there was no evi- 
dence of tuberculosis and assumed that he would 
have been advised if there was anything else wrong. 
All too frequently when the survey films have been 
obtained for study, it is found that there was early 
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evidence of the destructive disease which has now 
progressed beyond hope of repair. 

It would appear, therefore, that there is con- 
siderable merit in the thesis that the attention of 
case-finding agencies should be directed tdward 
the problem of obtaining a satisfactory examina- 
tion on satisfactory diagnostic film, and competent 
interpretation of said x-ray film, and proper dis- 
position of all cases with abnormal findings. It 
has been my position that the sponsoring agency 
must, if severe indictment is to be avoided, as- 
sume full responsibility for the proper and suc- 
cessful consummation of this objective. 

It would be of little value to improve x-ray 
survey methods without suggesting a plan with 
promise of improving other diagnostic procedures 
and treatment. In this connection consideration 
has been given to the advisability of extending the 
role of the local or area sanatorium in the total 
program. 

Now that most sanatoriums have or are becom- 
ing hospitals within the strict meaning of the term, 
new hospitals, more purposefully equipped and 
planned, are being built nearer to centers of popu- 
lation and nearer to adequate consultation staffs 
and sources ‘of personnel. The older sanatoriums 
are in many instances being modernized, equipped 
and staffed to extend their medical, surgical and 
educational services to the community. 

These hospitals can be so organized as to con- 
tribute more adequately to the operation of the 
total program. The first step should be an effort to 
secure the good will and co-operation of other 
interested agencies serving the area in their re- 
spective capacities. As the services which the 
hospital alone can provide become known, health 
departments, tuberculosis associations, private 
physicians, industry and others look more and 
more to such a hospital for consultation, leader- 
ship and actual services. This attitude confers on 
the hospital a responsibility and a field of oper- 
ation much greater and more extensive than that 
contemplated under the old concept of a sana- 
torium functioning purely as a hospitalizing and 
isolating agency for patients proven to be ill with 
active tuberculosis. Se crete tae 

This new and broader responsibility should be 
readily admitted by sanatorium bbards of trus- 
tees, and met as effectively as possible. In order 
to properly discharge the responsibilities justly 
expected under such a program, it is apparent thai 
the hospital must be provided with adequate out- 
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patient, hospitalizing and follow-up facilities. 

The out-patient department should serve as 
the case-finding center with facilities available for 
continuous x-ray surveys and immediate follow- 
up studies. The staff should be immediately 
available to the private physicians in the area for 
consultation and immediate disposition of each 
problem so presented. Thus, the office of each 
practicing physician can and often does become 
a case-finding center. 

In the conduct of any tuberculosis case-finding 
and treatment program, physicians have uniformly 
been confronted with diagnostic problems and re- 
sulting treatment problems. As we all know, pul- 
monary infiltrations having a similar appearance, 
but occurring in different persons, may be due 
to different causes. In many cases exhaustive study 
is required to establish a diagnosis. 

It is my conviction that many lives can be 
saved and valuable time and tax dollars conserved 
if the hospitals responsible for the actual hospital- 
ization of patients with known tuberculosis are also 
staffed and otherwise equipped and qualified to 
conduct necessary studies in differential diagnosis 
and proceed immediately to the indicated program 
of treatment, whether the diagnosis is tuberculosis 
or some other intrathoracic pathology and whether 
the treatment is medical or surgical. As a matter 
of fact, exploratory thoracotomy and excisional 
surgery are often necessary before a definite diag- 
nosis can be established. If the program is to be 
totally adequate, the sanatorium must become a 
hospital for diseases of the chest and be prepared to 
offer the services necessary for the proper medical 
and surgical management of these often similar 
intrathoracic diseases, including tuberculosis, can- 
cer, pulmonary abscess, bronchiectasis, pulmonary 
cystic disease, nontuberculous pneumonias and 
others less common. 

If the tuberculous treatment program itself is 
to be adequately managed, the staff and facilities 
are already at hand for proper management of 
other intrathoracic diseases. Patients whose diag- 
nosis is not yet established, and those whose illness 
is known to be due to causes other than tuberculo- 
sis, can easily be hospitalized in different sections of 
the chest hospital center where a trained nursing 
and medical staff is immediately available. 

Under sucha program I am convinced that er- 
roneous diagnoses will be reduced to a minimum, 
and many long, expensive and unnecessary periods 
of sanatorium care avoided. 
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Role of the Private Physician 
in Control of Tuberculosis 


By Kenneth J. Feeney, M.D. 
Lansing, Michigan 


= OR SEVERAL decades, the therapeutics of 
tuberculosis have been removed from the hands 
of the internist or practitioner of general medicine. 
However, these physicians must still, because of 
their optimal position in the front lines, be con- 
stantly alert to the possibility of this disease. They 
are the ones to whom the patient first comes with 
his illness, and his symptoms may well be those of 
early tuberculosis. Thus, he must ever be con- 
scious of this disease. To make the diagnosis in’ 
its earliest phases offers a challenge as well as 
the compensation of seeing his patient eventually 
return to an active, productive life. 

Some of the symptoms most frequently heard in 
a doctor’s office are those that may be the result 
of early tuberculosis. Fatigue, nervousness, in- 
digestion, and other vague gastrointestinal com- 
plaints are so commonly enumerated every day that 
one is inclined to accept them all as manifesta- 
tion of a functional disorder, despite the fact that 
they may represent early pulmonary tuberculosis. 

Needless to say, all of these patients deserve 
a complete history and physical examination. 
Nevertheless, tuberculosis is such an insidious 
disease that no physician can deny the existence of 
it without adequate roentgenologic study. All 
patients, regardless of their complaints, should 
have the benefit of a chest x-ray examination. This 
is particularly true in conditions such as diabetes 
and pregnancy where a higher incidence of tuber- 
culosis is found. Moreover, the taking of a single 
roentgenogram may not, be enough, and so, with 
persisting symptoms or a suspicious lesion, the x-ray 
may need to be repeated. In many communities 
these films can be obtained at no cost to the 
patient. Where this service is not available, the 
problem of obtaining frequent x-rays may be a 
difficult one. However, with the excellent survey 
work now being done by the Michigan State Health 
Department, this may be solved in the future. 

Of great concern are those tuberculous lesions 
which suggest some degree of activity. Here the 
physician must utilize the other diagnostic tests 
available. Most valuable of these is the tuberculin 
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test. Failure to react to the second injection dose 
of 1 mg. O.T. tuberculin may be taken as evidence 
of freedom from tuberculous infection. 

Sputum examinations, particularly pooled five 
to seven day specimens, for guinea pig inocula- 
tion or for culture, are of inestimable value in de- 
termining the activity of a suspicious pulmonary 
lesion. In recent years the obtaining of a gastric 
specimen has been widely used for this same pur- 
pose. This latter procedure can be done simply 
in the physician’s office, but certain precautions 
must be observed. The tubing should be thor- 
oughly washed with water and boiled in a sodium 
bicarbonate solution to prevent contamination be- 
tween patients. The specimen must be obtained 
on a fasting stomach as soon after arising as possi- 
ble, and unfortunately the material must be re- 
ceived by the laboratory within twenty-four hours 
or the percentage of positives is considerably de- 
creased. 


One of the most important fields of usefulness 
in tuberculosis for the private physician is that of 
a mediator between the sanatorium personnel and 
the patient. He may on occasion be asked to en- 
large upon or confirm the findings of the phthisol- 
ogist. Because of the closeness of the private 
practitioner to the family unit, he is constantly 
aware that when tuberculosis strikes it hits human 
beings. As Hinshaw’ has recently stated, “Patients 
are people. They have intellect, imagination, and 
emotions—they have souls.” Therefore, the family 
physician is in the unique position of being able 
to offer the reassurance and counsel that is needed, 
and which will enable the patient to obtain the 
sanatorium care essential for his recovery. 

Finally, after the tuberculous patient is dis- 
charged from the sanatorium, the private physi- 
cian again comes into the picture. After many 
months of “cure taking” the patient finds himself 
with well people. He no longer has the compan- 
ionship of his former associates in the sanatorium 
who were somewhat “in the same boat,” but now 
he finds himself in the situation of having to con- 
tinue a gradual rehabilitation among his rela- 
tives and friends, who are active wage earners. 
Whether the patient returns to an active, pro- 
ductive life or becomes a repeater at the sanatori- 
um may well depend upon the constant guidance 
of the family physician. 


Reference 
1. Hinshaw, H. Cowin: Nat. Tuberc. A. Bull. (July), 1949. 
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Tub. osis Case-Finding in 
General Hospitals 


By Fred J. Hodges, M.D. 
Ann Arbor, Michigan 


PHASE OF tuberculosis case-finding which 

can ill-afford to be overlooked is the photo- 
fluorographic chest survey of all patients who 
register for service at general hospitals. As one 
would expect, the concern regarding the state of 
their health or the frank symptoms of disease 
which bring people to hospitals exert a form of 
selection which provides a higher incidence of 
x-ray recognizable tuberculosis than that which is 
encountered when group surveys among supposedly 
normal individuals are conducted. For example, 
at the University Hospital of the University of 
Michigan, the incidence of active tuberculosis, aft- 
er obviously scarred and calcified lesions have been 
sorted out, runs 1.28 per cent of all admissions 
when compared with .5 per cent discovered among 
supposedly healthy University students at the time 
of their initial matriculations. 

Once the facilities for miniature chest filming 
have been installed in a general hospital and opera- 
tion of the surveying venture has been started, it 
is extremely important to investigate all hospital 
personnel at the time of initial appointment and 
subsequently at one year intervals in order to 
recognize the existence or development of tuber- 
culosis within this very important group. Expo- 
sure to tuberculosis through known cases or through 
patients inadvertently admitted to general hos- 
pitals before diagnosis has been established is a 
very real menace to hospital employes and their 
interests should be safeguarded. 

Within the population of a general hospital, a 
population which is constantly shifting and which 
in the course of a year constitutes a very large 
number of people, tuberculosis case-finding is by 
no means limited to minimal expressions of the 
disease. It is not unusual to discover, on the basis 
of purely presumptive routine surveying, patients 
in whom the disease has been allowed to become 
far advanced through lack of prior diagnosis. Such 
individuals are extremely dangerous to all with 
whom they come in contact, and this danger is 
accentuated when they are admitted along with 
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uninfected individuals to the beds of the hospital 
where they are tended by physicians, nurses, nurses 
aides, food handlers and occupational therapists. 


The discovery of unsuspected tuberculosis among 
the patient population of the general hospital rep- 
resents case-finding under particularly favorable 
conditions. All such persons have already elected 
to become patients. It is far easier under such cir- 
cumstances to’ obtain the co-operation of the in- 
dividual and of his family. The door is open for 
extension of the survey to relatives, friends and 
known prior contacts. Isolation and treatment can 
be started without delay. All of the facilities for 
collateral diagnosis are readily at hand. The all- 
important step of substantiating miniature chest 
findings with those obtained on the basis of more 
extensive x-ray examinations can be carried out 
with dispatch and without the danger of losing 
contact with the individual, which often presents 
a serious problem in surveys conducted among large 
groups of supposedly normal individuals. 


To be successful, routine chest surveying con- 
ducted by a general hospital must be pushed with 
vigor and must continually be subjected to de- 
voted and unrelenting medical supervision. It is 
by no means impossible to provide such circum- 
stances of operation if adequate physical facilities 
are provided conveniently near to the point where 
newly registering patients are first contacted and if 
the entire venture is made the direct responsibili- 
ty of the radiological division. The daily reading 
of miniature chest films is not a seriously time 
consuming task. To be effective, reporting must 
be prompt and individuals in whom evidences of 
pulmonary tuberculosis have been discovered must 
be isolated without delay while necessary steps are 
being taken to bring into action private and 
public control agencies. A hospital which is con- 
templating the inauguration of a routine surveying 
plan of this sort will do’ well to think long and 
carefully before jeopardizing the long-range effec- 
tiveness of the step by demanding the collection of 
a specific service charge for this form of examina- 
tion. It is well to consider that the very real 
measure of protection which is afforded to all hos- 
pital employes constitutes a financial saving in the 
institution, which in a measure removes the neces- 
sity for charging the service to paying patients. 
In casting about for a suitable fee to be attached 
to this activity, hospital managements are far more 
apt to set the figure at several times the actual 
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cost rather than to err in the opposite direction. 
It is unfortunate when the patient public assumes 
that the fee paid for a miniature chest film, what- 
ever the amount, relieves him from further fi- 
nancial responsibility in the matter of x-ray exami- 
nation of the chest. As a matter of fact the survey 
procedure is just what the name implies, a means 
of determining in advance which patients seriously 
need more elaborate forms of chest examinations, 
and these latter, of course, should be borne as a 
part of the patient’s legitimate care. Whenever a 
definitive fee is attached to admission chest film- 
ing, difficulties encountered in realizing full cover- 
age for all patients increases sharply. As a matter 
of actual experience, the x-ray department in the 
hospital where such surveying has long been prac- 
ticed has experienced a measurable increase in the 
amount of chest filming and fluoroscopy which it 
does as an adjunct to, the survey project. 

Hospital admission chest survey, unlike sporadic 
or occasionally repeated testing of selective groups 
of the citizenry of a locality, goes on day by day, 
year by year, as a part of general operation. The 
long-range results for such case-finding are bound 
to be beneficial for the city in which the hospital 
is located as well as the entire area from which it 
draws patients. If all general hospitals in the state 
of Michigan were to join in this work, a major 
portion of the tuberculosis case-finding, which must 
go on if our state is to maintain its present record 
in tuberculosis control, would become a matter of 
routine, assured of consistently continuous rewards 
in terms of improved public health. 
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EFFORT TO BULLDOZE MICHIGAN DOCTORS 
(Continued ‘from Page 1340) 
In fairness, it MUST. 
For to start an investigation of alleged wrongdoing, 
and then let the whole matter die in silence, is unfair. 
The doctors are entitled, now that they have been 
accused, either to have proof produced, or to have 
public exoneration as soon as reasonably can be done. 
* * 





The department of justice must live up to its name 
and be a department of JUSTICE, not an organization 
devoted to fishing up whatever it can find to the detri- 
ment of people who don’t happen to believe in the same 
brand of politics as the administration. 

Until the department of justice shows, by a forthright 
statement of facts, whether it is honestly investigating, 
or merely trying to pull political chestnuts out of the fire, 
it is as much on trial as the medical profession. 

Indeed, probably more.—Detroit Times, October 10, 
1949. 
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The Tuberculin Test 


The Physician’s Most Effective Weapon 
Against Tuberculosis 


By J. Arthur Myers, M.D. 


Minneapolis, Minnesota 


HYSICIANS EVERYWHERE lament the fact 
that there is not available a specific test for 
cancer that will indicate the presence of the disease 
while lesions are microscopic and cause no symp- 
toms. It is believed that if such a test were avail- 
able, reactors could be kept under close observa- 
tion and those parts which malignancy frequents 
could be examined often, so as to locate the lesions 
as soon as they are large enough to be found by the 
usual examination procedures. If this were done, 
probably the majority of primary malignant lesions 
would be found and extirpated before metastases 
occur. Such a specific diagnostic test would permit 
an almost ideal cancer control program. 

Such a test is available for tuberculosis. When 
tuberculosis develops in the human body; it can 
be detected by the tuberculin test within three to 
seven weeks after the invasion of tubercle bacilli 
occurs. At this time the lesions are usually still 
microscopic, and no phase of the examination of 
the living body, including x-ray inspection, is ca- 
pable of locating them. However, the tuberculin 
reaction indicates that lesions are present and 
that they contain living tubercle bacilli. Thus, a 
tuberculin reaction justifies a definite diagnosis of 
primary tuberculosis. Persons with this condition 
are potential cases of reinfection type or clinical 
disease. Therefore, the parts of the body that 
clinical lesions frequent should be periodically 
examined for this detection before they cause symp- 
toms or become contagious. Wherever physicians 
have done this methodically, they have received 
dividends far in excess of those ever obtained by 
any other method. 

The development of clinical tuberculosis among 
tuberculin reactors is largely dependent upon 
whether exogenous or endogenous reinfections oc- 
cur. Clinical tuberculosis develops in a sufficient 
number of tuberculin reactors to make periodic 
examination of all reactors profitable. Nearly 
everyone who on first examination is found to have 





From the University of Minnesota School of Public Health. 


1363 








clinical tuberculosis is a tuberculiré reactor. The 
sensitivity of the tissues that results in a tuberculin 
reaction is present in all such cases before clinical 
disease develops. Had the sensitivity been detected 
at that time bythe tuberculin test and periodic 
examinations made thereafter, the lesions would 
have been found, in most cases, long before symp- 
toms appeared which brought the individual to the 
physician. This procedure is logical and practical 
and is the only one at the physician’s command for 
diagnosing primary, as well as clinical, tuberculosis 
early in the course of development. 

The tuberculin test is important in differential 
diagnosis. Tuberculous infection is now far from 
universal among adults. In fact, there are large 
areas in the United States where ‘25 per cent or 
less of adults react to tuberculin. Even among the 
aged, one finds numerous nonreactors. Therefore, 
the tuberculin test is no longer one for children, 
but is equally valuable among adults. When a 
lesion, either thoracic or extrathoracic, is suspected 
of being tuberculous, a characteristic tuberculin 
reaction alone does not prove that it is tuberculous. 
However, it indicates that the individual is infected 
with tubercle bacilli, and therefore the lesion may 
be tuberculous. On the other hand, if the individ- 
ual fails to react to tuberculin in sufficient dosage 
and properly administered, it is excellent proof 
that the suspected lesion is not tuberculous. 


Criterion for Institution of Treatment 


With the production of new therapeutic agents 
which definitely suppress the tubercle bacillus 
in animal and human bodies, it is possible that 
within a short time one will be found which is 
germicidal. When such a drug is available, its 
greatest value will be in attacking tubercle bacilli 
as soon as possible after they invade the tissues. 
The developing primary lesions are usually small 
and vascular, so a drug would be expected to reach 
the tubercle bacilli promptly after administration. 
When such a drug is developed, the importance 
of periodic tuberculin testing of all nonreactors is 
obvious. As soon as the tissues are found to be 
sensitized to tuberculin, the drug should be admin- 
istered just as we now administer antiluetic chemo- 
therapy as soon as possible after positive serology 
is in evidence. Therefore, the physician should 
know the tuberculin sensitivity status of every mem- 
ber of his clientele. Moreover, this information 


should be kept to date by retesting the nonreactors 
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at least annually, and more often in the event of 
any known exposure to contagious. cases of tuber- 
culosis. 


Epidemiological Agent 


As an epidemiological agent the tuberculin test 
exceeds by far everything else that has been em- 
ployed. Finding a tuberculin reaction is locating 
the trail of a contagious case of tuberculosis. Often 
this case may be found by examination of the 
reactor’s immediate adult associates. If a child of 
one year of age reacts to tuberculin, there has most 
likely been in that child’s environment during the 
year a contagious case of tuberculosis. Likewise, 
when a person of any subsequent age, even an 
elderly individual, has been a nonreactor to tuber- 
culin but becomes a reactor within a year after 
the last test, there has most likely been a contagious 
case of tuberculosis in that person’s environment. 
Seeking the source of such infections among the 
reactor’s adult associates pays large dividends. 


Determines Effectiveness of Control Program 


Tuberculin testing is the only method by which 
one can determine accurately the effectiveness of 
a tuberculosis eradication program. By testing all 
persons before the program begins, one determines 
the number of persons who have previously been 
exposed to contagious cases and hence have pri- 
mary lesions (tuberculous infections). After the 
control program has been in progress for five years, 
testing the children who were born after it began 
promptly determines whether these children have 
been better protected against tubercle bacilli than 
those born during the five-year period preceding 
the institution of the program. 

Repeating the test every five years thereafter 
affords a much better criterion as to efficaciousness 
of the program than morbidity or mortality, which 
often are the result of infections which occurred 
before the program began. 

In many parts of the United States, the incidence 
of primary tuberculosis (tuberculous infection) has 
become so low that finding all reactors and exam- 
ining them periodically is a much more efficacious 
control measure than attempting to make x-ray 
inspections of the chests of the total population. 
Clinical tuberculosis develops only among tuber- 
culin reactors. ‘Therefore, only they need to be 
periodically examined. 
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Mass Chest X-Rays and the 
Practicing Physician 


By Ben R. Van Zwalenburg, M.D. 
Grand Rapids, Michigan 


6 Be PREVENTION of tuberculosis by mini- 
mizing public contact with infectious persons 

begins exactly like the recipe for rabbit stew. 
“First, catch your rabbit.” Miniature chest filming 
is the process which has recently made that first 
step economically possible on a broad scale. It con- 
sists simply of photographically transferring the 
image of a fluoroscopic screen to a small film area. 

This process has reduced film and labor costs, 
and since the exposure of the films is a technical 
one-shot procedure, it is easily put on a produc- 
tion line basis. Therefore the method is adaptable 
to survey of large groups in a way that ordinary 
clinical consultation can never be. Examination 
of groups in which a high incidence of infection 
is expected and which can be organized and 
handled in mass has already gained wide applica- 
tion and is being carried out by county, state and 
federal health departments, by hospitals and by 
tuberculosis associations. 

We have now come, by natural progression, to 
the threshold of universal application of this meth- 
od to the unselected general public. The United 
States Public Health Service already has in prog- 
ress a program of universal screening x-rays to be 
carried out in the eighty-odd major cities of the 
United States, and many other agencies concerned 
with tuberculosis control are increasing their appli- 
cation of this universal approach. Rapid expan- 
sion of miniature film programs is to be expected 
and should be wholeheartedly supported by the 
medical profession because it is the most effective 
tool available for control of tuberculosis exposure. 

It is well, then, that we understand the relation 
of chest screening surveys to us and to our patients. 
Misunderstanding, ineffectual procedures and lack 
of teamwork may easily arise through failure of the 
practicing physicians or surveying agencies to appre- 
ciate clearly the inevitable separation of the process 
into two separate and dissimilar phases. These two 
phases should not be considered competitive in any 
sense. One can be supplied effectively only by 
some form of social agency, the other by the medi- 
cal profession. 

The key to understanding is in the word “screen- 
ing.” The miniature film does not, as a rule, indi- 
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cate which persons have active tuberculosis. It 
merely sorts out, at minimum expense, most of 
those who may have chest abnormality of any sort 
from those who do not. From 3 to 5 per cent of 
the surveyed group will be found to present find- 
ings of possible importance requiring definitive 
study. At this point the miniature film survey is 
completed. But only a small fraction of this 3 
to 5 per cent will actually have active, infectious 
tuberculosis. 

The second stage of the work now begins. For 
study of the small group of possible abnormalls, 
it is necessary to revert to a complete medical 
workup. History, physical examination, laboratory 
studies and full-sized, sometimes personalized, 
radiographic studies are all necessary. In some 
cases they must be continued over a long period. 
It is apparent that these second stage procedures 
are, by their nature, unlike the original filming 
process in that they are not suitable for regimenta- 
tion. They must be individualized to fit the type 
of abnormality suspected (often entirely outside 
the field of tuberculosis). They require medical 
training and judgment. They should be carried out 
by the physician of the patient’s choice in order 
to give the patient the confidence of the personal 
physician-patient relationship during a very anxious 
period. Even if the investigation is to be accom- 
plished by referral to a tuberculosis sanatorium, 
the family doctor’s discussion and recommenda- 
tion can do much to maintain the patient’s morale 
and that of his family. Persuasion by the social 
service worker and underwriting of the expense 
are sometimes vitally necessary to completion of 
the study, but the problem during this phase is 
primarily a medical diagnostic problem and one of 
maintaining patient confidence. It deserves the 
full attention of the attending physician. 

A properly carried out chest screening program, 
therefore, does not replace in any way the physi- 
cian’s efforts. Rather it picks out for him a group 
of his patients who need special attention. It will 
leave behind it a professional diagnostic job at least 
equal, in complexity and expense, to the original 
job of making the miniature films. And, conversely, 
the practicing physician’s best efforts are essential 
to the success of the survey because the effi- 
ciency of the entire program in terms of number 
of diagnoses proven will rest unavoidably with the 
quality of work done in this second stage of defini- 
tive diagnosis. 

(Continued on Page 1378) 


Tuberculosis Among Food- 
Handlers 


By Thomas A. Barton, M.D. 
Howell, Michigan 


ASS RADIOGRAPHY of the chest has 

rapidly become the key weapon in tuber- 
culosis case-finding. This, when and if employed 
judiciously, can yield excellent results. Food- 
handlers are a group which provides an excellent 
opportunity to use this diagnostic agent. They are 
a public health liability group, which can easily be 
followed up, and a 100 per cent response can be 
obtained. A discussion of the problem of tuber- 
culosis among food-handlers will be presented and 
remedial measures offered. 


The definition of a food-handler is, by neces- 
sity extremely broad. He or she may be defined as 
any person employed in any establishment who 
handles or comes in contact with any food or 
drink provided for public consumption. At pres- 
ent in the State of Michigan, there is no law re- 
quiring periodic x-ray examination of food-han- 
dlers, but various units of government have passed 
local ordinances requiring this. 


A case in example is the City of Detroit. Dr. 
Bruce Douglas, the Health Commissioner, supplied 
the statistics shown in Table I, compiled since 
1946, when the city started systematic x-raying 
of all food-handlers. 


Another case’ is that of Philadelphia where the 
first systematic x-raying of food-handlers began 
April, 1947. These statistics cover only a ten- 
month period, in which the investigators examined 
32,535 food-handlers and found 771 cases in which 
there was significant evidence of reinfection pul- 
monary tuberculosis. This represented 2.3 per 
cent of all cases examined. Of the 771 cases in- 
terpreted as tuberculous, 81 per cent were followed 
up and the diagnosis confirmed in 76 per cent of 
the cases. Sixty-six active cases, or .25 per cent of 
all examined, were hospitalized, but follow-up had 
not been completed at the time of publication on 
all the cases, so more active cases undoubtedly 
will be found. Of all food-handlers examined, 
55.2 per cent (17,974) were males and 44.8 per 
cent (14,561) females. They found that there 


was an increase in prevalence of the disease with 
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increasing age. This was most prominent among 
white males, but definite among females. They 
noted that there was five times more tuberculosis 
in negro males between fifty-five and sixty-four than 
in negro females, but at the age of fifteen to 
twenty-four the prevalence was the same. 


The above two cases are illustrative of how 
the incidence of significant reinfection pulmonary 
tuberculosis in food-handlers was ascertained in 
two large metropolitan areas in the United States. 
It must be realized that it is impossible to secure 
the incidence of significant reinfection tuberculosis 
in the general population in the State of Michigan, 
much less than in the United States, due to the 
lack of adequate surveys. However, in the fiscal 
year 1947-1948, the Michigan survey? covered 
303,663 individuals in the state, and 3,146 cases 
of significant cases of reinfection tuberculosis were 
discovered. This represents a figure of 1.03 per 
cent which may be suggestive of the general in- 
cidence in the state but must, by no means, be 
construed as a true figure. 


Where the pre-employment x-ray program has 
not been used, certain impressions regarding tuber- 
culosis among food-handlers can be formed by de- 
termining the incidence of food-handlers among 
sanatorium admissions. At the State Tuberculosis 
Sanatorium at Howell, ninety-four food-handlers 
were admitted over a ten-year period out of 3,102 
admissions. This averages 9.4 cases, or 3.03 per 
cent of yearly admissions. In the fiscal year of 
1948-1949, nineteen cases were admitted. These 
were 6.43 per cent of total admissions (269), 
consisting of thirteen males and six females. Six 
of the nineteen were bartenders, five waited on 
tables, four were cooks, two owned restaurants, 
and one was a confectioner. The average male 
age was forty-four, and the female twenty-seven. 
In order to help explain why male food-handlers 
are of an older age group, admission statistics of 
the sanatorium should be examined. An observa- 
tion of all admissions is that there is a tendency 
for the disease to involve more males over forty 
years of age than any other age group of either 
sex. For example, the number of males over 
forty has increased from 35.9 per cent of the 
total admissions at the Michigan State Sanatorium 
in the fiscal year 1938 to 52 per cent in 1948. 
In females of the same group there is no change, 
the number being 20 per cent in 1938 and 20 per 
cent in 1948. 
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TABLE I 
ae Cases Per Cent With Evidence of Active 
Examined Reinfection Pulmonary TuberculosisCases Found Per Cent of Total Inactive Cases Per Cent of Total 
1946 27,334 79 18 .066 199 -728 
1947 48,019 1.97 135 -281 815 1.69 
1948 36,919 .87 63 171 260 .704 





It may be assumed, from the Sanatorium sta- 
tistics, that tuberculous food-handlers by and large 
are generally males, who are in excess of forty 
years of age, inasmuch as tuberculosis in the popu- 
lation at large is involving more males over forty 
than ever before. In addition, it may be that 
these individuals are not physically able to com- 
pete on the active labor market, and therefore 
have to accept such jobs (waiters, bartenders, short 
order cooks, et cetera) that do not require a high 
degree of skill nor physical endurance. For a sim- 
ilar reason a large number of food-handlers may 
be transients. 

It must be concluded that even if the incidence 
of tuberculosis among food-handlers were less than 
that in the population at large, that in view of 
the degree of exposure offered the public by them, 
tuberculosis must be excluded as prerequisite to 
being a food-handler. 


Remedial measures would be as follows: 


1. Have local ordinances making systematic 
chest x-rays of food-handlers mandatory, or better 
yet have state laws requiring this. 


2. Encourage physicians to become acutely 
aware of the following facts: 

(a) That it is their responsibility to refuse to sign 
health cards permitting food-handlers to work 
until a chest x-ray has been taken. The point 
cannot be emphasized too strongly that tuberculo- 
sis cannot be excluded by physical examination and 
history. This applies to far advanced cavernous 
as well as minimal tuberculosis. 


(b) That tuberculous activity frequently can- 
not be determined with 100 per cent accuracy on 
a single x-ray. Serial follow-up x-rays, together 
with sputum and gastric cultures for tubercle 
bacilli, are necessary in order properly to evaluate 
many cases. 

(c) That tuberculosis is not a disease of young 
people, but that it is now showing a tendency to 
becoming a disease of men over forty years of 
age. 

3. Urge all persons with inactive tuberculosis who 
are working as food-handlers, if at all possible, to 
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change employment. There are, however, mental 
reservations regarding their public health lia- 
bility. 
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RECOMMENDATIONS OF TUBERCULOSIS 
CONTROL COMMITTEE 


The Tuberculosis Control Committee, in view of 
the repeatedly inadequate use now being made of avail- 
able x-ray screening facilities, recommends: First, that 
the Michigan Radiological Society be contacted by the 
Secretary of the Michigan State Medical Society and 
asked to survey what use has been made of available 
hospital fluorographic screening facilities and what means 
could be suggested to increase this use; second, that the 
various hospital administrations be contacted by the 
Council of the MSMS regarding the low use of facilities 
already present and be questioned regarding possible 
means of increasing use of available facilities and the 
possibility of installing such facilities in hospitals not 
already equipped. 


The Tuberculosis Control Committee recommends 
that the Michigan State Medical Society, the M.T.A., 
the State Health Department and allied groups continue 
and further the closer co-ordination toward tuberculosis 
control, on the state level and also the county level of 
these societies. 


The Tuberculosis Control Committee feels that B.C.G. 
vaccination is a method of tuberculosis control which 
can be approved for use only under the carefully con- 
trolled conditions of scientific investigation as outlined 
by the United States Public Health Service and The 
American Trudeau Society, and then only as a sup- 
plement to already existing methods of control. 


The Tuberculosis Control Committee emphasizes the 
report of its 1948 committee relative to the need for 
discovery of tuberculosis in food handlers. The com- 
mittee recognizes the necessity for measures to correct 
present deficiencies. The present Committee requests the 
Council to instruct the new committee to consider 
specific measures to accomplish this goal, with emphasis 
upon recommending an educational program directed 
toward possible future legislation——Minutes of Tubercu- 
losis Control Committee, June 12, 1949. 
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“Don'ts” in the Clinical 
Management of Tuberculosis 


By John W. Towey, M.D., F.A.C.P. 
Powers, Michigan 


HE INTRODUCTION of miniature films, to- 
gether with subsequent x-raying of large blocs 
of our population, is presenting new problems to 
medical practitioners. If the chest x-ray films 
could be the beginning and the end, i.e., diagnosis, 
Unfor- 


tunately, however, x-ray films have their limita- 


the solution would be relatively simple. 


tions, and we must, therefore, clinically process 
those persons with suspicious findings if we are 
to arrive at an exact diagnosis. 


Not all parenchymal lung lesions are tuberculous, 
nor are all tuberculous lesions active. Therefore, 
they should all be placed in the same category as 
a breast tumor and considered malignant until 
proven otherwise. The clinical processing of these 
patients is not particularly difficult, but it does re- 
quire physicians to be meticulous in carrying out 
properly certain fundamental procedures. Usual- 
ly, it is those things we neglect to do that most 
often get us and our patient into trouble. In line 
with that thought, I would like to suggest a few 
“don’ts” relative to the management of this disease. 


Don’t ever forget to include tuberculosis as a 
possibility in the differential diagnosis. Mass x-rays 
of 170,000 persons in the State of Michigan re- 
vealed that 1.5 per cent presented x-ray evidence 
suspicious of tuberculosis. We can assume that 
most of these persons x-rayed are healthy indi- 
viduals. Patients who are ill and therefore con- 
sulting their physician most likely would show a 
higher incidence than the above figure. 

For some years, the University Hospital at Ann 
Arbor has been taking routine chest x-rays on all 
admissions. Their records reveal that 9 per cent 
of these x-rays reveal some abnormality in some 
form or another. These figures stress the impor- 
tance of obtaining chest x-rays of your patient. 

Don’t forget the importance of a detailed his- 
tory. Has your patient been in contact with an 
open case of tuberculosis? Does his past history 
include diseases closely allied to tuberculosis, i.e., 
pleurisy, cervical adenitis, rectal fistula, diabetes, 
et cetera? Do his present symptoms include un- 


1368 


usual fatigue, hemoptysis, frequent colds, night 
sweats, et cetera? 


A single chest film can be tricky, and while we 
must consider the x-ray as a valuable adjunct, still 
remember that it is only one of the tools in your 
diagnostic armamentarium. It is important to 
determine whether your patient has had a previous 
chest x-ray taken to determine whether the pres- 
ent lesion is a new one or merely an old lesion, and 
if it is old whether it is changing for the better or 
worse. All new lesions and all changing lesions 
should be considered active regardless of symp- 
toms, sputum status, et cetera. Keep in mind that 
the absence of symptoms does not exclude active 
tuberculosis. 


Don’t try to make interpretations from inade- 
quate films. Make sure that your x-ray technician 
is familiar with the essentials of a good diagnostic 
film. If there is a question in regards to the proper 
density, secure a film of good quality and use that 
as a standard. Proper density in a chest film is all 
important for good interpretation. Make sure that 
your patient is properly centered so that you obtain 
an x-ray picture of the entire chest. Don’t permit 
foreign objects, such as number dials, jewelry, 
medals, et cetera, to obscure important portions 
of the film. 

Don’t minimize the importance of pleural ef- 
fusions. Don’t fail to recognize that a patient with 
a pleural effusion may also have active parenchy- 
mal disease in his lung which may be hidden in 
the x-ray by the fluid shadow. In these patients it 
is important to submit fasting gastric contents to 
the laboratory in order that your diagnosis may 
be complete. 

Don’t fail to make tuberculin testing a common 
procedure in your office practice. A tuberculin 
reaction is diagnostic of the presence of lesions 
of the first infection type of tuberculous infec- 
tion. About 10 per cent of positive reactors eventu- 
ally develop reinfection type tuberculosis. It is im- 
portant that these people with primary infection 
be given routine x-rays at least once a year or 
sooner if indications should arise. 

Don’t ever be disillusioned by the fact that 
your patient’s sputum may be negative for acid-fast 
bacilli by direct smear on one or more occasions. 
Keep constantly in mind that your patient may 
have active reinfection type of tuberculosis and 
still have repeated negative sputum smears. 
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Fasting gastric contents are the best specimens 
to determine the absence or presence of tubercle 
bacillus, providing you have the facilities for proc- 
essing these by culture and/or guinea pig inocula- 
tion after aspiration. Don’t mail fasting gastric 
contents to a distant laboratory and expect re- 
liable reports. The gastric juice has an inhibitory 
action on the tubercle bacillus, and all fasting gas- 
tric contents should be processed within a short 
period, namely, hours following aspiration. 


Don’t prescribe streptomycin indiscriminately for 
your tuberculous patients. Remember that tuber- 
culosis, for the most part, is a chronic disease which 
often requires surgery in its treatment. Streptomy- 
cin has a limited period of usefulness, after which 
the tubercle bacilli become resistant to the drug. 


The use of the drug should be reserved for the 
most optimum period when it will exert its great- 
est effect in treatment. 

Tuberculosis is a communicable disease. If pos- 
sible, try to determine the source of your patient’s 
infection, and also emphasize the examination of 
their immediate contacts. 

No patient is ever actually cured of tuber- 
culosis. “Apparently cured” is the highest recog- 
nized classification that can be obtained. 


In order to avoid reactivation of their tuber- 
culosis these patients should be instructed in re- 
gard to the proper care of their disease. The best 
place for that indoctrination is in any well-con- 
ducted tuberculosis sanatorium. Tuberculosis san- 
atoria were built primarly with one purpose in 
mind, namely, the isolation of the open infectious 
cases. Treatment in the home so frequently ends 
in disaster for the patient, and in addition exposes 
the other members of the family to their infec- 
tion. 

Tuberculosis is a major health problem, and 
patients should be cautioned not to pass their in- 
fection on to the present and succeeding genera- 
tions. Not infrequently patients with active tuber- 
culosis assume a selfish attitude as regards the 
welfare of the public. As physicians, it should be 
our responsibility to so instruct these patients that 
they may conduct themselves in accordance with 
the best interest of themselves and the public good. 


Mss 


Phthisiologists have long agreed that the diagnosis of 
tuberculosis must rest upon the demonstration of tubercle 
bacilli in tuberculous suspects——Francis J. WEBER, 
M.D., Public Health Reports, Oct. 1, 1948. 
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Laboratory Aids in the © 
Diagnosis and Control of 
Pulmonary Tuberculosis 


By H. E. Cope, M.D. 
Lansing, Michigan 


HE RAPID EXPANSION of the tuberculosis 

x-ray screening program has led to increasing 
utilization of laboratory procedures for the isola- 
tion and identification of the tubercle bacillus. In- 
creasing experience has, to a very great degree, 
crystallized many aspects of our thinking in ref- 
erence to the efficiency and reliability of the various 
types of laboratory specimens and techniques avail- 
able to the physician. Recapitulation and summary 
of these techniques and of the significance of the 
results obtained seems in order. 


Three distinct types of sputum specimens are 
available for laboratory examination for pulmonary 
tuberculosis. The specimen may be a single col- 
lection of sputum, a pool of sputa collected over 
a period of time or sputum swallowed by the pa- 
tient during the night and aspirated from the 
stomach before breakfast in the morning. Two 
different types of examinations are available for 
examination of these specimens in the laboratories 
of the Michigan Department of Health. Single 
specimens are examined only microscopically for 
the presence of acid-fast bacilli; pools of from 
five to seven first morning collections of sputa 
are examined microscopically for the presence of 
acid-fast bacilli and, if none are found, by animal 
inoculation and by culture for the presence of M. 
tuberculosis. Gastric specimens are routinely ex- 
amined by both techniques. 


There are certain limitations to the efficiency 
and reliability of each of these types of specimens 
and examinations. The first and most important 
limitation is the adequancy of the specimen. Ex- 
pectoration is not synonymous with coughing. The 
specimen must be sputum, not saliva. A pool of 
first morning sputa will yield from two to three 
times as many positives as a single specimen.® A 
correctly obtained and submitted gastric specimen 
has proved to yield about three times as many 
positives as pooled sputa, particularly from in- 
dividuals who raise but little sputum voluntarily.’ 





Clinical pathologist, Division of Laboratories, Michigan Depart- 
ment of Health. 
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The value and accuracy of the laboratory exami- 
nation will reflect the care with which the speci- 
men was collected and submitted. Pooled sputum 
specimens should be submitted to the laboratory 
either as single specimens for pooling immediately 
upon collection or kept under constant refrigera- 
tion until the pool is completed. Overgrowth of 
moulds in pooled sputa kept at room temperature 
is the chief cause of a laboratory report of “con- 
taminated culture.” The problems in relation to the 
submission of gastric specimens are much more 
complex. There is ample evidence in the litera- 
ture’*-* that the gastric juice contains a substance 
unrelated to acidity or gastric enzymes which is 
toxic to the tubercle bacillus. There is evidence to 
indicate that there is a decrease in the number of 
tubercle bacilli in a given specimen of about 25 
per cent during the first twenty-four hours of 
storage at room temperature, of 50 per cent at the 
end of forty-eight hours and of 75 per cent at the 
end of the third day. Immediate neutralization 
of the gastric acidity will decrease, but not inhibit, 
the rate of destruction of the organisms. The use- 
fulness of this procedure is, therefore, limited to 
those areas where specimens can be delivered and 
examined promptly. The laboratories of the Michi- 
gan Department of Health have limited examina- 
tion of gastric specimens to those received in the 
laboratory within twenty-four hours of collection 
and have demanded of the personnel that the 
examination of such specimens be completed on 
the day of receipt. With these facts in mind it does 
not seem probable that a pool of gastric speci- 
mens collected on three consecutive days will yield 
a significantly greater number of positive results 
than a correctly handled single gastric specimen. 


The significance of the available laboratory 
examinations varies greatly. The microscopist can 
legitimately report only the presence or absence of 
acid-fast organisms on microscopic examination of 
slide preparations. Such acid-fast organisms may 
or may not be tubercle bacilli. This fact has long 
been recognized in relation to organisms seen in 
specimens other than sputa and in gastric speci- 
mens. Sputum also may contain organisms which 
are not tubercle bacilli but which have the proper- 
ty of acid-fast staining. An experienced micros- 
copist may recognise some of these as having an 
“atypical morphology ; 
appearance as the tubercle bacillus. 


9 


others may have the same 
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There are also certain limitations to the sig- 
nificance of the results obtained in the laboratory 
by cultural methods. The presence of acid-fast 
chromogenic organisms has been so long recognized 
and their significance so well established that no 
further comment is justified. There are, however, 
organisms recoverable from sputum as well as 
other types of specimens which show only slight 
or, in many instances, no variation from the colo- 
nial or tinctoral appearance of the tubercle bacil- 
lus on culture. Their type of growth so closely 
resembles that of the tubercle bacillus as to present 
difficulties in decision to even the experienced bac- 
teriologist. We realize that other workers in this 
field feel that they can distinguish between virulent 
and avirulent tubercle bacilli on the basis of type 
of growth, tinctoral appearance and mode of 
growth in liquid media. We have not been able to 
satisfy ourselves that this is uniformly true. 

Up to the present writing it is still our belief 
that the development of disseminated tuberculosis 
in the test animal is the only reliable criteria for 
the final and complete identification of an or- 
ganism as the tubercle bacillus. About 3 per cent 
of the organisms resembling the tubercle bacillus 
on culture have failed to produce disseminated tu- 
berculosis upon injection into the test animal. Acid- 
fast organisms, both tubercle-like and chromogenic, 
may on occasion produce local lesions at: the site 
of inoculation which grossly resemble those pro- 
duced by M. tuberculosis. Acid-fast bacilli may 
be found in these lesions. It is, therefore, only 
when disseminated lesions, characteristic in either 
gross or microscopic appearance and containing 
acid-fast bacilli, are found in the test animal that 
we feel certain of our identification of an organ- 
ism as M. tuberculosis. 
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BCG vaccine has joined the conventional forms of 
tuberculosis control in Alaska. With a tuberculosis mor- 
tality rate nine times that of the United States, the last 
outpost of America is mustering every known weapon 
in its fight against tuberculosis—ELAInE SCHWINGE, 
— National Tuberculosis Association Bulletin, May, 
1949. 
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Resection in Pulmonary 
Tuberculosis 


By Cameron Haight, M.D. 
Ann Arbor, Michigan 


D URING THE past several years pulmonary 

resection has become recognized as an in- 
dispensable measure in the management of certain 
selected cases of pulmonary tuberculosis and its 
complications. Although its application is limited 
to only a very small percentage of patients with 
tuberculosis, it is often the only procedure which 
will produce conversion of sputum and recovery 
in this limited group. It is, therefore, an essential 
form of therapy in a completely integrated pro- 
gram for the treatment of pulmonary tuberculosis. 
The term resection is herein used to designate 
removal of a portion of one lobe (segmental lobec- 
tomy), all of one lobe (lobectomy) or all of one 
lung (pneumonectomy). 


The first intentional pulmonary lobectomy for 
tuberculosis was performed in this country by 
Freedlander as recently as 1934. The initial cumu- 
lative results with resection of tuberculous lesions 
were disappointing, due to the incidence of post- 
operative complications, notably bronchial fistu- 
las, empyemas, spreads of the disease and a high 
percentage of deaths. A notable decrease in 
the frequency of nontuberculous empyemas and 
fistulas followed the adoption of the technique of 
individual dissection of the structures of the pul- 
monary hilum combined with the use of peni- 
cillin. However, the danger of tuberculous in- 
fection of the pleura as well as the danger of 
tuberculous spreads or exacerbations continued to 
be factors which greatly limited the use of pul- 
monary resection. Furthermore, the possibility of 
the late development of new tuberculous lesions 
was a strong deterrent against pulmonary resec- 
tion even as recently at 1946. 


Since the advent of streptomycin, the outlook has 
noticeably brightened, in that this drug is capable 
of reducing the incidence of tuberculous empyemas 
and bronchogenic spreads, as well as being useful 
in the treatment of early postoperative spreads or 
late relapses if resistance to the drug has not al- 
ready occurred. Streptomycin has also widened 
the horizon of surgical therapy by improving the 
condition of certain patients to a degree sufficient 
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to allow resection to be safely undertaken. This is 
particularly the case if a co-existing active tuber- 
culous bronchial lesion is present, as it is generally 
accepted at the present time that an active bron- 
chial lesion is usually a contraindication to resec- 
tion. Because of the great value of streptomycin 
in conjunction with any of the major surgical pro- 
cedures in pulmonary tuberculosis, it is highly im- 
portant that its effectiveness in the individual pa- 
tient should not be exhausted by injudicious use of 
the drug before the time that a major operation 
may be mandatory. Although the advantage of 
streptomycin in pulmonary resection cannot be 
minimized, the proper selection of cases is of greater 
importance. 

The scope of resection in pulmonary tuber- 
culosis is limited, due to the fact that the tra- 
ditional forms of treatment, including bed rest 
and the various types of collapse therapy, will 
ordinarily suffice in arresting the disease. When 
cavitation has resisted the conservative forms of 
treatment, thoracoplasty is usually successful, even 
when the cavity is large. As the risk of 
thoracoplasty is less than that of resection, thoraco- 
plasty is preferable to resection in most instances 
of cavernous disease. 

Resection ‘is required, however, in order to ef- 
fect conversion of sputum when a good anatomical 
collapse by thoracoplasty has failed or when 
bronchial complications, consisting of stenosis or 
dilatations, make thoracoplasty unlikely to succeed. 
A tight stricture of a main or lobar bronchus is 
a definite indication for resection, as is also the 
presence of extensive bronchiectasis with positive 
sputum and without demonstrable cavity, inasmuch 
as tuberculous ulcerations of dilated bronchi may 
be the cause of the positive sputum when bronchi- 
ectasis has developed in patients with pulmonary 
tuberculosis. A further indication for resection is 
an intermittently blocked or inspissated cavity 
with a narrow draining bronchus, or a completely 
blocked cavity which is not responding satisfac- 
torily to conservative treatment. Because of the 
inadequacy of bronchial drainage, these lesions 
do not collapse well with thoracoplasty and the 
eventual healing is often incomplete or unreason- 
ably delayed. The above indications constitute the 
most frequent ones for pulmonary resection, the 
largest number of our cases being in the group 
of thoracoplasty failures. 

Resection is also indicated in preference to 
thoracoplasty for the occasional basal cavities 
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which have resisted other forms of collapse ther- 
apy, namely, phrenic paralysis, combined with 
pneumoperitoneum or pneumothorax. These more 
conservative forms of treatment, however, will of- 
ten be effective in the closure of basal cavities. 
Controversial opinions exist regarding the indica- 
tion for resection in the so-called “destroyed” lung 
(total involvement of one lung with active caver- 
nous tuberculosis). We do not regard this con- 
dition as an indication for primary resection unless 
bronchiectasis has already developed, inasmuch:as 
thoracoplasty will usually convert the sputum in 
such cases, provided that there is no high-grade 
bronchial stenosis. If doubt exists regarding the 
choice between thoracoplasty or resection, par- 
ticularly in cavernous upper lobe disease, thoraco- 
plasty should usually be given preference be- 
cause it is a less extensive operation and one carry- 
ing a lower operative risk. Should conversion of 
the sputum not occur after thoracoplasty, resec- 
tion can then be performed. This sequence of pro- 
cedures is often of advantage to the patient because 
the total amount of sputum and its bacillary con- 
tent will usually be reduced by thoracoplasty, thus 
allowing resection to be done with greater safety 
than had it been performed as the initial pro- 
cedure. Resection is also indicated for round, cir- 
cumscribed pulmonary lesions in which a differ- 
ential diagnosis between tuberculosis and broncho- 
genic carcinoma cannot be made. The differ- 
entiation between a round, coin-like tuberculoma 
and a discreet peripheral bronchogenic neoplasm 
is often impossible without actual removal of the 
lesion. Excision is the safest plan for the patient. 
Inflation cavities with a positive air pressure with- 
in them due to a check-valve action of their drain- 
ing bronchus have been regarded by some surgeons 
as an indication for initial resection. As an ade- 
quate thoracoplasty collapse, and on rare occa- 
sions supplementary tube drainage of the cavity, 
will usually be effective in closure of these cavities, 
we do not subscribe to resection unless thoraco- 
plasty has failed. 

A careful evaluation of the patient’s resistance 
to the tuberculous disease is necessary before ar- 
riving at a decision in favor of pulmonary resec- 
tion. A review of all roentgenograms since the 
first recognition of the disease is essential in order 
to estimate the location and extent of the original 
and subsequent disease and its response to previous 
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therapy. If segmental or total lobectomy is con- 
templated, no areas of active disease in the por- 
tions of the lung which are not to be removed 
should be present. To leave active lesions on 
the ipsilateral side is to invite later exacerbation 
of these lesions. Previous disease in the contra- 
lateral lung should be stable and without significant 
activity. Bronchograms are occasionally indicated 
preoperatively when one is considering the choice 
between thoracoplasty or resection. Bronchograms 
are often required before contemplated lobectomy 
in order to be certain that bronchiectasis is not 
present in the other lobe or lobes of the lung 
whose removal is not contemplated. 


One hundred resections for pulmonary tuber- 
culosis or its complications have been performed 
at the University Hospital under the protection of 
streptomycin therapy in the two and one-half 
year-period prior to July 1, 1949. Sixty-nine pa- 
tients have been treated by segmental or total 
lobectomy, and the remaining thirty-one by pneu- 
monectomy. The mortality has been low (3 per 
cent) when one considers the extent of the opera- 
tion, the severity of the lesions and the already 
reduced pulmonary reserve of many of the patients 
for whom operation has been undertaken. The 
three deaths to date have been directly attributable 
to operation; one of these deaths was a result of 
an early spread of the tuberculosis. The late de- 
velopment of new lesions or the exacerbation of 


earlier active lesions has occurred in eight patients — 


and is a source of major concern at the present 
time. This late complication is inherent in the 
treatment of any case of pulmonary tuberculosis, 
irrespective of the form of treatment that has been 
employed, although the incidence of late spreads 
following resection has been more frequent during 
a comparable period than following the other forms 
of treatment. With two exceptions, all the late 
spreads to date are clearing or have cleared. Be- 
cause of the possibility of late spreads, we now 
plan routinely not to exhaust the effectiveness of 
streptomycin after operation. Instead, the drug is 
being discontinued as soon as it is evident that no 
early postoperative tuberculous complication has 
occurred; it is hoped that resistance to streptomy- 
cin will not already have developed, so that it 
may still be effective in the event of a late spread. 

The results of pulmonary resection since the 
advent of streptomycin have been distinctly en- 
couraging. Those patients having severe cough 
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and sputum due to bronchial obstruction have 
been relieved of their symptoms and, usually, they 
have returned to health. The previous thoraco- 
plasty-failure patients have largely obtained con- 
version of the sputum, as have those patients with 
positive sputum due to acquired tuberculous 
bronchiectasis. The patients with tuberculomatous 
lesions have had a prompt recovery from a type of 
tuberculosis which is notoriously reluctant to heal 
under more conservative forms of treatment. Many 
of the patients have been operated on too re- 
cently for a final evaluation of sputum conver- 
sion. The large majority already have negative 
sputum, an accomplishment which would have 
been unlikely in most of these particular pa- 
tients if they had not had recourse to pulmonary 
resection. 


Summary 


Pulmonary resection is an essential form of 
therapy in a small number of carefully selected 
cases of pulmonary tuberculosis. The current in- 
dications for resection are presented; the greatest 
need for resection is in the thoracoplasty failures 
and in those patients with bronchostenosis, exten- 
sive post-tuberculous bronchiectasis or tuberculom- 
atous lesions. The early results in 100 patients 
treated since the availablity of streptomycin are 
distinctly encouraging. The mortality has been 
low (3 per cent), and the large majority of the 
patients have negative sputum. 


== sms 


PRESIDENTIAL ADDRESS 
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culosis and other chest diseases than we had even 
a few years ago. We begin to see quite clearly 
the relative roles of health educators, epidemiol- 
ogists, sanatorium physicians, private practitioners. 
Let us earnestly pray that no disrupting revolu- 
tion will destroy this, the progressive American 
system of medicine. 





A person with tuberculosis has many needs and be- 
fore we can meet them we must understand them fully. 
Medical treatment is, of course, the obvious essential. 
But also to be considered are many factors which have 
a bearing upon the way a patient responds to his par- 
ticular therapy. What are these factors? What facilities 
do our communities have to deal with them? Most pa- 
tients face a variety of psychological, financial, and per- 
sonal adjustments which cannot be separated from one 
another. Emotional reactions to the disease itself in- 
fluence the acceptance of the diagnosis and treatment.— 
Rosert J. ANDERSON, M.D., Public Health Reports, 
June 3, 1949. 
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The Changing Trend in the 
Therapy of Pulmonary 
Tuberculosis 


By Wm. M. Tuttle, M.D. 
Detroit, Michigan 


e 4 HERE ARE probably few diseases, which 

over a period of years have been attacked by as 
many and varied methods of therapy as has pul- 
monary tuberculosis. The cycle has moved in many 
directions. At the turn of the century treatment 
consisted in exercise, and the sanatoria of that 
day were so placed that the patient could walk for 
long distances in the woods, or climb mountains or 
ride horseback. In truth, the limitations of exer- 
cises were curtailed only by the patient’s disability 
and inability to engage in them. 


The era of the full life in therapeusis came to 
an end with the Trudeau school, and rest, the 
strictest sort of rest, replaced the principle of full 
exercise. Treatment was then a matter of rest, air 
and food. There was apparently some difference 
of opinion as to the type of air breathed for the 
great centers of treatment grew up in strangely 
diverse places, namely, in the warm, sandy wastes 
of the Southwest and the cold wooded mountains 
of upper New York. Another school apparently felt 
that therapeutic value could be derived from the 
oxygen thin air of the Colorado mountains. Ac- 
tually, climate undoubtedly had little to do with 
the eventual recovery of. the tuberculous patient. 
Those who lived were remembered by their phy- 
sician. Those who died were buried both in body 
and mind. The ratio of success was not great. 


It was finally shown by careful investigative 
work that patients with cavernous tuberculosis had 
only about a 10 per cent chance of being alive 
five years later. The pendulum was swinging 
toward more active forms of treatment which were 
directed at the closure of pulmonary cavitation 
and the conversion of sputum. This was during 
the early nineteen twenties. 

Before the year 1900, the principle of collapsing 
the lung with air had been suggested and tried. 
Gradually, through the years that followed, this 
method of treatment gained ground, although only 
slowly, for the inertia of those who believed in 
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climate and bed rest was great and their infiuence 
in the medical world was greater. 


Pneumothorax was not always possible to induce 
and in many other instances it was ineffective. 
Thoracoplasty and phrenic nerve paralysis were 
introduced by the Germans and finally found favor 
in this country. 


Progress in the so-called surgical approach to 
treatment gradually gained ground. This was espe- 
cially true in the midwestern states and notable 
among these was Michigan. By 1935 approximate- 
ly 80 to 85 per cent of patients hospitalized in 
Michigan sanatoria were receiving some form of 
collapse therapy. 


The more direct surgical approach, namely, tho- 
racoplasty, was shown to be capable of converting 
sputum in approximately 85 per cent of patients. 


This was in 1933. 


By the time the late nineteen thirties had been 
reached, it was becoming evident that pneumo- 
thorax was often injudiciously used, that its com- 
plications were high and often most difficult to 
cope with. There began a definite swing away 
from pneumothorax in favor of the more perma- 
nent collapse offered by thoracoplasty. Further- 
more, the long term results given by thoracoplasty 
were better, the incidence of recurrence of disease 
less, and the complication rate much lower. 


Throughout the years, an antibiotic which would 
act favorably in tuberculosis had been sought. This 
was found in streptomycin. It was immediately 
thought that all forms of collapse would now be 
needless ; however, the converse became true. With 
the advent of streptomycin, the surgical approach 
to tuberculosis increased by several fold. Thus, 
at the Herman Kiefer Hospital in Detroit, there 
were 233 stages of thoracoplasty done in 1938, 
whereas in 1948 there were 785 stages done, an 
increase of over three times. 


Pneumothorax as a method of treatment has 
fallen off, not only as a result of the advent of 
streptomycin, but because, as previously stated, it 
carries with its use certain definite complications. 
In 1938, there were 14,918 pneumothorax refills 
given in Herman Kiefer Hospital; in 1948, the 
number had fallen to 2,822. 

Streptomycin has made possible the use of pul- 
monary resection in the treatment of pulmonary 
tuberculosis. Whereas in 1938 no pulmonary re- 
sections were done at Herman Kiefer Hospital, in 
1948 seventy were done. 
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A recent study of therapeutic procedures in the 
states of Minnesota, Wisconsin and Michigan re- 
veals that pneumothorax is much less commonly 
used than previously and has been replaced by 
either streptomycin alone, or combined with phrenic 
nerve paralysis and pneumoperitoneum. Thoraco- 
plasty, as a primary procedure after streptomycin 
or combined with it, has replaced many pneumo- 
thoraces. In certain selected patients pulmonary 
resection has proved most effective. 


Pulmonary tuberculosis is today more than ever 
a surgical disease. Streptomycin has increased 
this outlook, for it has prepared many patients for 
surgery who would not otherwise have reached a 
point where surgery was feasible. It has made 
surgery possible where before it could not safely 
have been used. Surgery has not, however, re- 
placed bed rest, nor will it. Surgery lays the 
ground work and makes healing possible. 
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PLANS FOR NEW PROJECT 


With a grant of $3,000,000 from the Kresge Founda- 
tion for a new research building, the University of Michi- 
gan has announced plans for a giant medical center. 


The entire program will cost $20,000,000. 


The present 1,000-bed University Hospital will be the 
key structure in the new medical center. 


In addition to the research building, which will in- 
clude elaborate laboratory facilities, an amphitheater, 
medical library and conference rooms, there will be four 
buildings. 


These will be an outpatient clinic, maternity hospital, 
medical and nursing education building and a children’s 
hospital. 


The additions will enable the university to enlarge its 
medical student enrollment—now 500—so that it will 
exceed that of any other American university. 


Some 1,500 medical school applicants were rejected 
this year. 


All medical work will be removed from the campus 
proper, according to President Alexander Ruthven. The 
medical school’s present buildings will be turned over to 
the engineering school. 


The school of public health, school of nursing, neuro- 
psychiatric institution, veterans rehabilitation center and 
Simpson Memorial Institute will be linked to the medical 
center. 
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Thoracoplasty 
Ten Years’ Experience 


By A. L. Stanley, M.D., and 
J. L. Isbister, M.D. 


Lansing, Michigan 


W E WISH TO present briefly our experience 

in the treatment of pulmonary tuberculosis 
by thoracoplasty over the past ten years. Approxi- 
mately one-half of the patients in this series have 
been referred for operation from five of Michi- 
gan’s County Sanatoriums varying in bed capacity 
from sixty-five to 140 beds. In these patients, the 
preoperative studies, the convalescent care and 
follow-up have been carried out by the home sana- 
toria. Principles which have long been recognized 
as essential to a high degree of success in the treat- 
ment of pulmonary tuberculosis by thoracoplasty 
will be re-emphasized. Certain changes in the 
standard technique which we believe have aided in 
the attainment of uniformly good collapse, the 
minimizing of deformity, reduction in the number 
of secondary procedures necessary to obtain conver- 
sion of the sputum and, last but not least, contribut- 
ing to the comfort of the patient while he is under- 
going the surgical procedures and during his con- 
valescent period will be presented. 


Procedure 


Since the appearance of the first edition of 
Alexander’s Collapse Therapy in Pulmonary Tuber- 
culosis there has been an increasing awareness of 
the necessity for the resection of long rib segments 
over the area of disease, together with the corres- 
ponding transverse processes of the spine, if the 
higher rates of cavity closure and permanent arrest 
of the disease process are to be attained. All cases 
in this series have been treated by resection of long 
segments of all ribs overlying the diseased area of 
the lung, together with the corresponding trans- 
verse process of the spine, flush with the vertebral 
lamina. 


In addition to this, the corresponding rib heads 
have been removed in nearly all cases. Also in five- 
sixths of the cases the first three or four costal 
cartilages have been removed subperichondrially, 
together with the margin of the sternum, through 





From the Ingham County Tuberculosis Sanatorium, Lansing, 
Michigan. 
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a single anterior stage. Whether or not the removal 
of the rib heads per se has contributed materially 
to the conversion rate is not entirely clear, but we 
are of the opinion that the certain and complete 
detachment of the intercostal muscles from the 
spinal muscles down to the vertebral lamina in each 
case is essential. Figure.1 shows the complete 
separation of intercostals from the spinal muscle 
in a lower stage. When this detail is slighted, 
suspension of the rib beds posteriorly, in the region 
where cavities most often exist, frequently occurs. 


It is intriguing, particularly in the early stages of 
one’s experience with thoracoplasty, to resect rib 
segments as illustrated in Figure 2, hoping to con- 
serve pulmonary tissue and at the same time attain 
adequate collapse over the area of the disease, but 
when one remembers that shortening takes place 
in the axis of the periosteal bed, resultant collapse 
of the character shown in Figure 3 is not surpris- 
ing. Revision with adequate resection gives ade- 
quate collapse and cavity closure (Fig. 4). 


During the earlier years a three-week interval 
between stages, with formalization of the periosteal 
beds, was employed. However, failure of rib regen- 
eration with herniation of the lung in two observed 
cases led to the abandonment of formalization and 
the employment of a two-week interval. Coincident 
with this change, adequate replacement of blood 
during operation was made routine. 

The observations that braces, strapping, sand 
bags, et cetera, contribute to the patient’s discom- 
fort, that the external pressure often contributed 
to muscle atrophy and the additional observation 
that fluid remaining in the thoracoplasty space 
after a first-stage procedure gave excellent collapse, 
led to the purposeful encouragement of the reten- 
tion of fluid in the thoracoplasty space after all 
stages by the initial instillation of saline solution, 
following closure, through a catheter left in place 
during closure. Fluid pressure has proven to be a 
most effective compressive medium, and in addi- 
tion, it has markedly reduced paradoxical motion, 
which is a major cause of circulatory and respira- 
tory disturbances following operation. To attain 
this objective it is of course required that the 
pleura not be torn and that the wound be closed 
accurately in layers in order to effect a water tight 
closure. While this has added somewhat to operat- 
ing time, it is noted that the infection rate has 
declined and, in fact, almost disappeared. Formerly 
it was noted that the loosely closed wounds allowed 
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Fig. 3. 


serum drainage which saturated dressing and that 
these saturated dressings allowed passage of invad- 
ing orgagisms. The retained fluid effectively pre- 
vents subscapular adhesions between stages with- 
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Fig. 4. 


out the interposition of foreign materials. There is 
also deposited, from the retained serum, a layer of 
fibrin over the thoracoplasty bed leading to the 
formation of a fibrous envelope which effectively 
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Fig. 5a. 


prevents its elevation when the fluid absorbs 
(Fig. 4). 

With the abandonment of all external pressure 
or corrective devices, the patients are trained to 
maintain overcorrection to the thoracoplasty side 
at all times during the convalescent period and a 
full-length mirror has been installed in each room 
so that they may observe the degree of correction. 
The tip of the scapula has in recent years been 
resected in all six and seven rib resections in order 
to relieve impingement and resulting pain. It is 
essential that all of the scapular periosteum be 
removed to insure a smooth comfortable stump and 
good shoulder function. 

In the routine postoperative management, when 
the sputum and gastric washings have been nega- 
tive for tubercle bacilli on both culture and guinea 
pig examinations for six months, the patient gradu- 
ally assumes bathroom privileges over the period 
of a month. He then is discharged to his home, 
where activity is gradually increased to a full 
eight-hour work day over the next eighteen months. 
He is re-examined regularly, and a week’s collec- 
tion of sputum material is searched for tubercle 
bacilli by culture and guinea pig examination at 
three-month intervals. 


Figure 5, a and b, shows a patient and the chest 
x-ray following the completion of a three-stage 
thoracoplasty. 
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Fig. 5b. 


Statistics 


Table I shows the number of patients treated 
each year by thoracoplasty over the ten-year 
period. 


TABLE I. THORACOPLASTIES INGHAM SANATORIUM, 











1939-1949 
. Number of Patients—131 
ee 8 1944............ 4 
11 21 
eS 13 1 1 
a 13 |, ee 24 
re 9 EA 22 





Table II shows types of procedures employed 
with number of stages. 


TABLE II. PROCEDURES 
Number Stages 








Standard thoracoplasty.............:0008 «0+ 122 388 
Schede thoracoplasty.............:sscsesesesesee 3 7 
Revision thoracoplasty..............0.:00+ + 16 46 


cS RS POLE REET veneer one 141 441 





Table III shows types of disease for which 
thoracoplasty was employed and also the known 
duration of the disease before operation. 


TABLE III. TYPE OF DISEASE N.T.A. CLASSIFICATION 





| OR ONS ES LE ETE) EEE FAL) Ba BLS 

BI eg scsscseceansaakirs cy dodakngasse bsasttspavysatupene cages cas ono gions ate deaee ee 55 
REE RN Rete s Soils Shei Wi tae die dllrg Sat tien BRIS 9 tad Zhe 64 
BU ona spees isch Foscnaninss task apace uaa cocssankand aig g cag clans een nies 6 
BNI ons aap asgcaaerasasb-s cs ccarSavectiabeoniatias ca cesgenesengasliaubedh copsuisattoasasertcomeeoanliters 1 
Bronchopleural fistula with cutaneous simuses.............-.-c:ccececeeeeeeeees 1 


TRE I I III vies ses cacao cess ccsceaenactosanbeeznsschacceotsulcsensisvdeameaasenio’ 
Average known duration of disease. before thoracoplasty, 3.5 years 
Range, 1 month to 30 years. 





Table IV shows the activity status of these pa- 
tients on January 1, 1949. 


1377 














THORACOPLASTY—STANLEY AND ISBISTER 


TABLE IV. PRESENT STATUS OF 131 PATIENTS 


TABLE V. SPUTUM CONVERSION 113 PATIENTS 





74—Well and working (81 per cent of those operated over 2 years 
and possible to be followed) 

33—Operated upon less than 2 years (In sanatorium or convalescing 
at home) 

7—Impossible to follow (3 positive and 4 negative when last heard 
from prior to 1943) 

11—Dead 

6—In sanatorium more than 2 years after thoracoplasty 

C.A.—Home negative 6 years; back in 2 years and positive. 

J.B.—Admitted 1931; operated upon 1940; still positive and in 

sanatorium. 

E.F.—Home negative 4 years; back in positive 3 years; now is 
negative following contralateral extrapleural oleothorax. 
L.R.—Hernia of right lung; revision 1944. Still positive in sana- 

torium. 
D.S.—Operated upon 1945; still positive in sanatorium. 
I.S.—Operated upon 1945; now negative and ready for discharge. 





Table V shows the sputum status. Subtracting 
the seven not followed and the 11 dead from the 
total of 131 leaves 113 patients in whom the rate 
of sputum conversion and present sputum status is 
known. 


Table VI gives an analysis of the deaths. 








Time Patients Per cent 
3 Months 55 45 
6 Months 66 58 
9 Months 82 72 
12 Months 85 75 
18 Months 89 79 
2 Years 90 80 
3 Years 91* 81 
4 Years 93+ 82 
6 Years 94** 83 





*1 after phrenic and streptomycin. 

72 after revision and lobectomy, respectively. 

**1 while working. 

7—In sanatorium, positive, operated upon 12 months or less. 
2—In sanatorium, positive, operated upon 12 to 18 months ago. 
2—In sanatorium, positive, operated upon 18 months to 4 years. 
1—Recurrent after 6 years. Now positive in sanatorium. 


1—Recurrent after 4 years. Now negative after contralateral 
oleothorax. 


1—In-sanatorium, first stage in 1945. Now has cavernostomy. 
Questionably positive. 


1—Positive 4 years postoperative, working full time. 
1—A drifter. No examination. Physically active and looks well. 
1—Insane at home. No examination. Seems well. 


TABLE VI. DEATHS—11 











hesive pericarditis and myocarditis. 
1947 Acute right heart failure. 


Age ‘Time P.O. Procedure Year Cause of Death 
M.C. 31 8 days 3rd_ stage thoracoplasty 1940 Questionable right heart failure. 
P.F. 29 5 days 2nd stage revision 1941 Transfusion reaction; anuria. 
R.J. .38 4% yers. Ist stage thoracoplasty 1941 Progressive disease. 
M.C. 30 21 days 4th stage thoracoplasty 1941 Severe wound infection, broncho- 
pneumonia, nage edema. 
R.H. 22 4 days Ist stage revision 1942 Circulatory failure, pulmonary edema. 
C.D. 30 9 days 3rd stage thoracoplasty 1945 Coronary occlusion. 
H.P. 40 8 days Ist stage thoracoplasty 1945 Pulmonary thrombosis, chronic 
myocarditis. c 
B. 71 8 days Ist stage thoracoplasty 1946 Pulmonary embolism, chronic ad- 
a. 
, 


a> > 


26 3 days Ist stage thoracoplasty 
64 14 hrs. Right pneumonectomy 
9 yrs. Right thoracoplasty 
14 yrs. Right revision 
M.G. 27 3 days Ist stage right thoracoplasty 


10 wks. Left decortication 


1948 Coronary occlusion. 


1948 Cerebral embolism. 








Mortality rate: Per case 8.4% 


Per operation 2.5% 





Patients are oftentimes reluctant to accept 
treatment by thoracoplasty because they are famil- 
iar with the low survival rates shown in certain 
published series. They do not so much fear the 
operative mortality but rather the increasing num- 
ber of deaths shown each year due to progressive 


disease. It therefore seems worth while to point 
out that no patient in this series has yet died of 
progressive disease following the completion of a 
satisfactory thoracoplasty. The one individual who 
died of progressive disease died four and one-half 
years after a single thoracoplasty stage. 





MASS CHEST X-RAYS 


(Continued from Page 1365) 


When the screening program, after it has passed 
over its group of subjects, leaves its 3 to 5 per cent 
residue adequately referred to the medical profes- 
sion for investigation, and when that investigation 
is thorough enough and sufficiently long continued, 
then the combined procedure will have high eff- 
ciency. 
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We conclude that the corollary of mass chest 
survey is subsequent careful, individualized, con- 
tinued investigat‘on either by, or through referral 
by, the family doctor. It is our responsibility as 
practicing physicians to make sure that both stages 
are properly interrelated, to maintain the morals of 
the patient and his family during the second stage 
of investigation, and to do or to refer the patients 
for the medical follow-up which will supply the 
actual end results of chest survey work done in 
our communities. 
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Tuberculous Meningitis 


By Donald C. Young, M.D., 
Edna M. Jones, M.D., and 
W. L. Howard, M.D. 


Northville, Michigan 


NTIL QUITE recently tuberculous meningi- 

tis was a fatal disease. With the advent of 

streptomycin, tuberculous meningitis is not neces- 
sarily a fatal disease. 

Streptomycin therapy in the treatment of tuber- 
culous meningitis was instituted at Herman Kiefer 
Hospital in March, 1947, and at Maybury Sana- 
torium in April, 1947. Up until May 1, 1949, 
eighty-four patients had been treated with strep- 
tomycin; forty were adults and forty-four children. 
Sixty-one of the eighty-four patients (73 per cent) 
are dead; twenty-three patients (27 per cent) are 
living and show no clinical evidence of tuber- 
culous meningitis. 


Diagnosis 


Most of the eighty-four patients in this series 
were received from private physicians and by trans- 
fer from other hospitals and had well-established 
meningitis at the time of admission. Those patients 
in which meningitis developed while under medical 
observation and in which treatment was instituted 
early provided most of the cases which recovered. 
Early diagnosis is essential to the recovery of tuber- 
culous meningitis. 

In over 35 per cent of the cases there was a his- 
tory of some other form of tuberculosis in addition 
to the meningitis. In general, the history included 
headache for periods ranging from one week to 
two months, elevation of temperature, loss of ap- 
petite, loss of weight, inability to continue physical 
and mental work, and in the majority of cases an 
irrational state, varying from short periods of 
stupor to deep coma. When the meningitis de- 
veloped while under observation, the adults com- 
plained of headache and a sense of impending ill- 
ness, and the children presented a change in disposi- 
tion, characterized by apathy with irritability, rest- 
lessness, unexplained fever, loss of appetite and 
constipation as the earliest symptoms. 

At the time of admission the patient usually was 
moderately irrational or mentally dull and _ re- 
sponded to questions slowly or not at all. A few 
were in extremis, with deep coma, failure to react 
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to stimuli, excessive salivation and _stertorous 
breathing. Regardless of the severity of the disease 
or the condition of the patient, the neurological 
signs characteristic of meningitis were present with 
few exceptions. Further aid in making the diag- 
nosis was obtained from a spinal tap. Characteristic 
findings were as follows: fluid clear or slightly 
hazy and under increased pressure; cell count in- 
creased, ranged 30 to 300 cells; polymorphonu- 
clear cells predominated early, but later lym- 
phocytes were more numerous; acid-fast bacilli 
were occasionally found on culture; sugar content 
ranged from 0 to 60 mg. per cent; proteins were 
elevated and ranged 70 to 500 mg. per cent; 
chlorides were slightly reduced, and a web was not 
usually seen. 

Those patients who were admitted in the ad- 
vanced stages of the disease showed some or all of 
the characteristic physical signs of meningitis. 
Those children in which meningitis developed 
while they were under observation did not present 
the “classic” clinical picture of meningitis. Almost 
all of them had elevation of temperature. They 
showed a loss of interest in their surroundings, a 
lack of interest in food and a sluggishness not pre- 
viously noted. Upon handling the children, one 
was aware of an increased irritability. They re- 
sented being moved. One got the impression of 
vague tenderness over the body and pain upon 
flexing the legs, but the patient almost never ad- 
mitted having tenderness or pain. Characteristic 
neurological signs were almost never present at 
this stage of the disease, but a spinal tap invari- 
ably showed some increase in cells. 

In a child who had other tuberculosis or who 
was a known active contact to a case of open tuber- 
culosis, we felt we could justify a tentative diag- 
nosis of tuberculous meningitis and start treatment 
with those meager findings. More typical findings 
usually developed very rapidly, at which time the 
diagnosis could be confirmed. When no tuber- 
culosis background was present, it was then neces- 
sary to wait for more confirming signs before mak- 
ing the diagnosis. In our opinion it was better 
practice to err on the side of making an early 
diagnosis than to miss the opportune time for 
instituting curative therapy. 


Therapy 


Streptomycin must be used in doses of near 
maximum tolerance until the life-threatening phase 
of the disease has passed and then in less intensive 
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dosage until the disease has long-since produced 
no symptoms—even up to twelve to fourteen 
months. 

Regular streptomycin was used in the treatment 
of this series of eighty-four cases. At Herman Kief- 
er Hospital during the first year, patients were 
given streptomycin every four hours day and night. 

Subsequently four equal daily doses have been 
given at 8:00 a.m., 12:00 noon, 4:00 p.m. and 
8:00 p.m. There was no apparent loss of effect 
from eliminating the midnight and the 4:00 a.m. 
doses. Streptomycin was given intrathecally to 
every second case with the alternate cases being 
used as controls. There was no statistical signifi- 
cance in the difference in the recovery rate of the 
group treated with and without intrathecal strep- 
tomycin. The following schedule was used: 


Intramuscular streptomycin: 


1. Adults, fifteen years and over—2 grams per day for 
one month, then 1 gram per day for five months. When 
the patient also had miliary tuberculosis the 2-gram daily 
dose was continued for two months and the 1-gram dose 
for four months. 


2. Age six to fourteen years—1 gram daily for six 
months. . 


3. Under six years—0.5 gram daily for six months. 


Intrathecal streptomycin: 


1. Adults—100 milligrams every second day for one 
month. . 


2. Children—50 milligrams every second day for one 


month. 


At Maybury Sanatorium where all of the cases 
in this series were children and all had either 
developed their meningitis while under observa- 
tion or had been transferred to the service with still 
early meningitis, an equally intensive course of 
streptomycin therapy has been used. Because of 
the wide variation in the size and weight of these 
children—ten months to twelve years—a more 
complicated dosage schedule was found to be neces- 
sary. The following formula for streptomycin 
therapy was established in September, 1948. 


Intramuscular—25 to 40 milligrams per pound of 
body weight per day for four to six months depending 
upon the clinical and spinal fluid response, and then 
10 to 20 milligrams per pound per day for the balance 
of the six months period, or longer if indicated. 

The number of daily injections was determined by the 
size of the child and the total volume of the daily dose 
of streptomycin in solution. It varied from one to four 
injections. 
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Intrathecal._—1 milligram per .pound—up to 50 milli- 
grams—given daily for three weeks, then 50 milligrams 
three times per week for three months, and then 25 milli- 
grams twice a week for the balance of six months, or 
longer if indicated. Intrathecal streptomycin should not 


be given if the child has a Potts disease or if the 
injections cause undue irritation. 





Relapse | 

It was necessary to re-treat eleven of these | 
eighty-four patients because of relapse which og- | 
curred from three weeks to two months followi; 
the completion of the first course of therapy. Eigy, 
of the patients in relapse expired with no percep-| 
tible improvement in the clinical condition. Tl 
remaining three were making unsatisfactory prog- 
gress at the completion of this period of study| 
(May 1, 1949) .* | 

Relapse was more prevalent when the mening, _| 
was of long standing at the time therapy was| 
started and when therapy was discontinued before 
the completion of a six-month course. 

Relapse must be kept constantly in mind and 
the “survival” patient watched closely for the | 
return of symptoms for twelve or more months 
after he is apparently cured. 


Dihydrostreptomycin 
An experience with nine successive cases of tuber- 
culous meningitis treated with dihydrostreptomycin | 


during a period of six weeks, in which there w- |: 


no recoveries and no apparent clinical imp. | 
ment in the condition of the patients, suggested | 


that this agent should be used with great cautior ‘re 


in the treatment of this disease. 


Streptomycin Toxicity 

It is known that streptomycin is toxic when used 
in large doses. With the intensive therapy neces- 
sary in these cases, toxic manifestations were found 
very frequently. In adults dizziness and diplopia 
were frequent and early toxic signs; loss of equi- 
librium was occasionally noted, but impairment of 
hearing rarely developed. Both spastic and flac 
hemiplegias have been seen. Clonic convulsivus 
occurred in one case and an urticarial type of rash 
in four cases. 

In the Maybury cases all of the intensively 





*Note: Inasmuch as streptomycin was of 
when relapse occurred, it was decided in June 
the effectiveness of para-amino-salicylic acid. ‘Two patients have 
recently been treated with this agent. The first eater 
romptly and is now asymptomatic. The second showed clini 
improvement seventy-two hours after PAS was started and _ was 
able to sit up in bed at the end of one week. This experience 
was by no means conclusive but suggested that PAS was the 
therapeutic agent of choice in the treatment of relapsing tuber- 
culous meningitis. 
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TUBERCULOUS MENINGITIS—YOUNG ET AL 


treated children developed dizziness and some 
degree of loss of equilibrium. One child became 
deaf. Many of them had digestive disturbances, 
transient skin rashes, joint tenderness and circum- 
oral parasthesia. The children compensated very 
quickly and quite completely for loss of equilib- 
rium, and it was often that the loss was detected 


'only by making blindfold or mattress-walking 


tests. —The adults compensated very poorly for this 
ighth nerve damage and suffered a very definite 

ability. Even though it was fairly certain that 
the damage was caused by streptomycin, it was 
still a worthwhile price to pay for the curative 
effects of the drug. 


Prognosis 

The clinical condition at the time of admission 
the hospital was not a reliable prognostic crite- 
rion. It was observed that certain individuals ap- 
parently in good condition proceeded rapidly to 
extremis, whereas others in deep coma improved 
steadily as soon as streptomycin therapy was begun. 
It is to be emphasized that cerebrospinal fluid find- 
ings prior to the institution of treatment were not 
a reliable guide to the ultimate outcome in tuber- 
culous meningitis and were of little or no value 
in prognosis. This was particularly true of varia- 
tions in the cell count, quantitative sugar and total 
protein determinations. Furthermore, great changes 
4 not necessarily mean a poor prognosis and 
“ht changes a good prognosis.. Prognosis was 
definitely influenced by the type of tuberculosis 


present in addition to meningitis. Miliary tuber- 


culosis with meningitis should be given a hopeless 
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prognosis unless treatment is started within a few 
hours of the onset of symptoms. More than 85 
per cent of deaths in our series occurred in pa- 
tients with meningitis plus an additional miliary, 
pulmonary, or severe primary tuberculosis. 

The important factor of treatment which in- 
fluenced the recovery rate was the duration of the 
lisease before streptomycin therapy was instituted. 
..the sixty-one patients who expired there was 
an average of twenty-two days of illness prior to 
therapy, while in the twenty-three patients who 
recovered there was an average of thirteen days 
of prior illness. When treatment was started with- 
in two days of the onset there were no deaths. 


Summary 
The results obtained from the treatment of 
eighty-four cases of tuberculous meningitis with 
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streptomycin are reported. That even with the 
curative effects of this preparation only twenty- 
three (27 per cent) of these patients recovered may 
be mainly due to the fact that most of them were 
permitted to develop well-advanced meningitis 
before they were referred for treatment. The ex- 
cellent results of using streptomycin in early cases 
are described. Aids to diagnosis are outlined. The 
formulas for using streptomycin in adults and 
children, both by the intramuscular and the intra- 
thecal routes, are recorded. The toxic complica- 
tions of streptomycin therapy are described, and 
the factors influencing the prognosis are discussed. 


Conclusions 
Streptomycin is a life-saving-treatment for tuber- 
culous meningitis. For it to be effective it must 
be used very early in the course of the disease. 
Streptomycin by the intramuscular route is uni- 
versally accepted, but there is some uncertainty 
about the need or value of streptomycin by the 
intrathecal route. Toxic manifestations are fre- 
quent when the necessarily large doses are used. 
Children tolerate streptomycin better than adults. 
Relapses are frequent and respond relatively badly 

to further streptomycin therapy. 
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VITAMIN B:, EXERCISES AID 
VICTIMS OF PERNICIOUS ANEMIA 


Spinal cord degeneration, which is one of the most 
sinister complications of pernicious anemia, can be 
reversed if treatment with vitamin Bz and exercises is 
begun early enough, say three doctors from the Mayo 
Clinic, Rochester, Minnesota. © 

“Our study indicates that degeneration of the spinal 
cord associated with pernicious anemia is reversible if 
intensive treatment is instituted early,” Drs. Byron E. 
Hall, Frank H. Krusen, and Henry W. Woltman write 
in the September 24 issue of The Journal of the Ameri- 
can Medical Association. 

“Early diagnosis, therefore, is essential,” they add. 
“Treatment consists of administration of vitamin Bu: 
and daily use of co-ordination exercises. Prompt, ener- 
getic, and unremitting treatment is imperative. 

“The simple arrest or reversal of the neurodegenera- 
tive changes by the administration of vitamin Bz without 
the use of a well directed exercise program will not 
accomplish return toward normal co-ordination and 
function of the extremities as rapidly as when the 
exercises are added. They start with the patient in the 
recumbent position, become gradually more complex, 
and progress to exercises given in the sitting and finally 
in the erect position.” 

The doctors base their conclusion on results obtained 
in treating twelve patients for degeneration of the 
spinal cord associated with pernicious anemia. 
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Care Awaiting Hospitalization 


By Charles R. Smith, M.D. 
Houghton, Michigan 


OTHING WRITTEN here may be taken to 

justify a moment’s delay in admitting a 
patient with active tuberculosis to the sanatorium. 
In treating tuberculosis there is no substitute for 
sanatorium care. Treatment at home should be 
undertaken only when delayed admission is un- 
avoidable. 

The care of tuberculosis has three principal aims: 
(1) prevention of transmission of the disease to 
others, (2) treatment, (3) diagnosis. 

In trying to prevent transmission of the disease, 
the physician is fortunate if he can enlist the help 
of the local health department. A good public 
health nurse can do much for the patient and the 
patient’s family by instruction, demonstration, and 
encouragement in carrying out isolation technique. 
If this service is unavailable, the physician must 
carefully instruct the patient and family. 

The person caring for the patient should be 
instructed in detail in regard to washing hands, 
collection and disposal by burning of all sputum 
or other infectious material, the use and care of 
masks and gowns, the handling and sterilization 
of the patient’s dishes, et cetera. 

If children must remain in the home, they 
should be rigidly excluded from the part occupied 
by the patient. 

The patient should have separate toilet facilities. 

Articles of cotton or other boilable material may 
be sterilized by boiling. Non-boilable articles may 
be sterilized by ordinary cleaning and airing in 
direct sunlight. 

The basic treatment of tuberculosis is rest. Other 
treatment, whether by drugs or collapse therapy, 
is not a substitute for rest but merely supplemental. 
This cannot be too strongly emphasized. Even 
physicians especially trained in tuberculosis are 
tempted sometimes to forget this fundamental 
truth. We must ever bear in mind that rest is 
most important. Fortunately, rest at home is pos- 
sible if the patient, the patient’s family, and the 
physician are convinced of the necessity. Rest 
should be strict, in bed. It is better to err on the 
side of too strict rest rather than to allow too much 
activity. Rest should be mental as well as physi- 


Dr. Smith is Superiitendent, Copper County Sanatorium, Hough- 
ton, Michigan. 
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cal. Visitors should be restricted in number and 
length of visit. Politeness may be thrown out the 
door. Worthwhile visitors will understand. Only 
visitors that will benefit the patient should be 
allowed, never more than two in one day, and 
never exceeding one-half hour. 

Symptomatic treatment may be used as required. 

Beyond this, no other treatment is advised ex- 
cept after consultation with a physician experi- 
enced in the treatment of tuberculosis. 

In particular, streptomycin or other chemo- 
therapy should not be used unless clearly indicated. 

If indicated, phrenic nerve crushing can be 
done at the sanatorium and the patient returned 
home the same day. 

A common serious error is to regard pleurisy 
with effusion too lightly. Pleurisy with effusion 
otherwise unexplained is tuberculosis. Some place 
the minimum rest treatment at twelve months, cer- 
tainly never less than six months. Improperly man- 
aged, at least 50 per cent of patients with tuber- 
culous pleurisy with effusion will die within five 
years. 

In diagnostic work we assume that a chest x-ray 
has been made. Whether the tuberculosis is pul- 
monary or extra-pulmonary this must be done. It 
is most embarrassing to the physician to have a 
patient with extra-pulmonary tuberculosis later 
found to have pulmonary tuberculosis and no x-ray 
taken. 

Seven twenty-four-hour sputum specimens should 
be collected and one specimen mailed to the lab- 
oratory each day with the request to pool the 
specimens and, if otherwise negative, to inoculate 
into a guinea pig and/or culture. 

The above procedures are essential. Blood count, 
urine examination, and sedimentation rate are 
desirable. 

All contacts of the patient should have a chest 
x-ray. Children should have a tuberculin test, 
being careful to use only freshly prepared mate- 
rial, and if it is positive they also should have an 
x-ray. 


——)smMs 





The President tried to compel Congress to reappoint 
Leland P. Olds to the Federal Trade Commission. The 
subcommittee rejected him, the full committee rejected 
him, but that was not sufficient, and so the whole 
Senate rejected him—53 to 15. We hope this might be 
a foretaste of what is coming; at any rate, this is much 
better news than the FBI news of approximately the 
same date. 
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Management of the Patient 
in the Post-Sanatorium Period 


By George A. Sherman, M.D. 
Lansing, Michigan 


HE PRESENT status of the management of 

the patient in the post-sanatorium period is a 
mixture of old and new ideas as to what are the 
important issues when one attempts to give advice 
or supervision to the patient who has reached this 
stage in his recovery. In the past, and to too great 
an extent in the present, this important respon- 
sibility is delegated to the junior member of the 
medical staff, and therefore the inexperienced. 

Two basic objectives should dominate the pro- 
gram for post-sanatorium care: 

1. Protection of the public health (discovery of 
positive sputum at the earliest possible date) . 

2. Development of a program whereby the pa- 
tient will return in the shortest possible time to 
full activity and normal life consistent with the 
amount and type of tuberculosis he has. 

The constitutional factors which in the end so 
often determine continued good health or a relapse 
are so intangible that we can only evaluate them 
after the years have passed and we see who has 
survived and who has fallen by the way. 

The early post-sanatorium years are the time 
when the sanatorium physician is trying to decide 
if the patient belongs in the group who remain 
well or if he is in the group who sooner or later 
(and frequently sooner) will relapse. 

The time-tested signals by which we recognize 
the direction being taken by the individual patient 
include the unchanging x-ray, the persistently nega- 
tive sputum, and the continued sense of good 
health. For a long time to come we will still have 
to depend upon an unchanging x-ray and general 
evidences of no impairment of the general health. 
Examination of gastric contents in the opinion of 
many competent people is not necessary for proper 
control of the average patient. There is no present 
uniform agreement that positive gastric findings 
alone indicate that the patient is a health menace. 
Reactivation of disease that threatens the pa- 
tient’s health and life can, in a great majority of 
cases, be determined by measures other than de- 
pendence upon gastric findings. The patient who 
has an unchanging x-ray (considered to be that 
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of a well-stabilized lesion), who is not aware of 
any unusual symptoms, and whose sputum is nega- 
tive by culture, will rarely be in jeopardy when 
supervised in this manner. 

If there is one place in the whole field of medi- 
cine where the x-ray film and the laboratory find- 
ings take the place of the patient himself, it is in 
the field of tuberculosis. Hours and hours are spent 
in conferences reviewing the cold facts obtained 
from the study of dozens of films and typewritten 
laboratory reports, with little or no knowledge of 
the personality, the hopes and fears, aspirations, 
weaknesses and strengths and all the other parts 
of the patient’s human personality. These personal 
factors too often enter but little into the decisions 
that are dictated into the wax cylinder, copies of 
which are sent to the family physician and the 
health department. The patient himself is apt 
to be delegated to the nonmedical lay person 
known as the rehabilitation worker. Notable ex- 
ceptions to this rule of course happily prevail, 
but they are all too few. 

The type of treatment outlined above is the 
sort of horror that some of us have glimpsed in 
the days when the state would become the doctor 
and the rest of us would be members of the con- 
ference dictating reports, holding conferences and 
sending little notes out to the patient by way of a 
public health person that it was time to come in 
for another x-ray. 

“Patients are people. They have intellect, ima- 
agination and emotions—they have souls. No two 
people react alike to the same disease, and few 
human miseries are caused entirely by pathologic 
alterations of body structure.’”’* 

The patient is a partner in the business of get- 
ting well. As a matter of fact, he is in many 
ways more important than the physician and 
frequently can take the lion’s share of praise for 
achieving recovery. Next to the patient stands 
the understanding, sympathetic, well-trained chest 
physician. The laboratory is important, but like 
the electrocardiogram in heart disease, it consti- 
tutes only about 5 per cent of the factors neces- 
sary for proper management of the patient dur- 
ing the postsanatorium period. 

Never before in the history of this country 
have we had more men in private practice with 
a better understanding of what the whole prob- 


(Gontinued on Page 1421) 





*Hinshaw, H. Corwin: The ge: status of tuberculosis con- 
trol. Nat. Tuberc. A. Bull., (July) 1949. 
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REHABILITATION—ACOCKS 


Role of the Sanatorium in 
Rehabilitation 


By James R. Acocks, M.D. 
Marquette, Michigan 


HE ROLE of the sanatorium in rehabilitation 

is only a portion of the duty the sanatorium 
has to the community in the control of tuber- 
culosis. In discussing the relationship of the san- 
atorium and rehabilitation, it is important to con- 
sider two other factors, i.e., treatment and case- 
finding. 

The sanatorium in the community is considered 
by the general public to be merely a place where 
one goes when he has tuberculosis and if he is 
lucky he gets out in a few years. The older mem- 
bers of the community remember it as a place 
where you go when you become so ill that the 
folks at home can no longer take care of you. 
In recent years the sanatorium has added the 
second function, case-finding. A large number of 
the sanatoria direct the case-finding in their areas 
and follow up the cases found. This function has 
resulted in finding the cases earlier, and conse- 
quently the sanatorium is better able to treat them. 
It has only been in the past few years that re- 
habilitation has been added as the third func- 
tion of the sanatorium. Thus the role of the san- 
atorium in control of tuberculosis may be summed 
up briefly as: find the tuberculous, treat the tuber- 
culous, and rehabilitate the tuberculous. 

Rehabilitation may be said to have started when 
the diagnosis of tuberculosis is made and/or with 
the earliest sanatorium contact. In the large ma- 
jority of cases the diagnosis is made by the sana- 
torium, and the problem of discussing the diagno- 
sis, the treatment, and the prognosis is given the 
sanatorium. This, we believe, is proper, since the 
sanatorium has the facilities and the proper per- 
sonnel to carry out this important function. The 
old attitude and advice given the patient that 
“Oh, a couple of months in the ‘San’ will fix you 
up as good as new” has been displaced by hard 
common sense in trying to instill into the patient 
that the attitude he should have is not to get out 
of the sanatorium but that his main objective 
should be to get well. When he gets well, there 
is no question that he will be able to go home. 





From Morgan Heights Sanatorium, Marquette, Michigan. 
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The family physician is still the primary dis- 
coverer of patients with early tuberculosis, and he 
is becoming more and more tuberculosis conscious. 
There are more referrals made for routine chest 
X-rays as a part of a routine general physical exam- 
ination each year. In questionable chest lesions he 
displays intense interest in the original diagnosis, 
but after the diagnosis of tuberculosis is made 
and the proper course is outlined to the patient, 
he is happy to turn the rest of the job over to 
the sanatorium because he too has recognized 
that the proper place to treat tuberculosis is in 
the sanatorium and not at home. 

At the first interview with the patient at the 
sanatorium an appraisal is made of the patient, 
and the family is interviewed, if possible, so that 
the sanatorium will know the family’s attitude 
and feelings toward the patient and especially 
toward the disease, tuberculosis. An attempt is 
made to ascertain who will care for the family 
in the absence of the patient. The type of work 
formerly done will be gone into at some detail, 
and we try to find out exactly what the attitude 
of his former employer is toward tuberculosis. An 
evaluation of the former job is made and an 
opinion is formed as to whether or not the pa- 
tient will be required to train himself for another 
job; usually he must. During: this interview an 
attempt is made to explain to the patient some- 
thing about tuberculosis and to try to dispel 
any preconceived notions about the disease that 
he may have received from his nextdoor neigh- 
bor that are not in line with our present-day con- 
cept of the disease. Also a very rough estimate 
of the period of hospitalization is given to the 
patient at this time, attemping to explain all of 
the variable factors and especially that tuberculosis 
is an individual disease and must be treated in- 
dividually. 

Following hospitalization, the patient is seen 
regularly by the doctors, nurses, rehabilitation 
workers, and the occupational therapist, during 
which time he is subject to much quiet observa- 
tion. His personality is studied, his attitude toward 
his surroundings and his fellow patients is ob- 
served. Thus, the sanatorium has many oppor- 
tunities for observing the physical, intellectual 
and personality patterns of the patient. Various 
tests are given and the vocational life is discussed 
with him. Never should he be ignored because 
his case may appear hopless from the x-ray point 
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X-FACTOR—MEHAS 


of view, because many of our best patients once 
appeared hopeless on admission. Occupational 
therapy should be started early in the period of 
hospitalization, and if his vocational problem can 
be solved he may start directly on his training 
even though he may still be a strict bed patient. 
We firmly believe that idle fingers make empty 
minds. With vocational training, stagnation is 
not possible. 


We divide the patients roughly into three groups 
when considering them for vocational training: 
(1) those in the higher age group, and statistics 
tell us that the percentage of this group is in- 
creasing every year; also those patients.who fall 
below normal mentally; (2) those in a high enough 
educational level and/or income bracket so that 
they do not require rehabilitation and do not need 
any readjustment in their lives except modera- 
tion; (3) the group, which varies from 50 to 75 
per cent, in which rehabilitation can play a definite 
part in the treatment of the disease and can tend 
to obviate the possibility of a reactivation of their 
tuberculosis. 


The third group does and should occupy most 
of our time and effort. The other groups are given 
occupational therapy which later may be carried 
on at home as hobbies following their discharge. 
The sanatorium plan at present is to direct the 
main effort toward vocational training and to 
start it as soon as it is practical to do so, using 
as a guide the physical condition of the patient. 


Vocational rehabilitation is not yet fully ac- 
cepted by the medical profession as a part of its 
duty to see that the patient has obtained a self- 
supporting position following discharge from the 
sanatorium. The community itself has not yet 
been able to see how much money and time is 
lost to itself when rehabilitation is neglected. We 
feel that the time will come when all members 
of the community will see this problem in proper 
focus, and then we will be able to consider re- 
habilitation as a part of the treatment of the di- 
sease known as tuberculosis. 
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SIX MONTHS’ REPORT 


More than $16,000,000 was paid to hospitals and 
doctors for services to Michigan Blue ‘Cross and Blue 
Shield subscribers during the first six months of 1949, 
William S. McNary, executive vice president, Michigan 
Hospital Service, Detroit, has announced. 
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Consideration of a Possible 
X-Factor in Treating 
Tuberculosis 


By C. P. Mehas, M.D. 
Pontiac, Michigan 


E ARE ALL familiar with the tuberculous 
patient who followed the doctor’s advice, 
took all forms of prescribed therapy, yet failed to 
respond to the treatment. Following pneumotho- 
rax, the disease would spread. When thoracoplasty 
was attemped, again the disease would spread. In 
other words, treatment usually effective would be 
of no avail. On the other hand, we are also fa- 
miliar with the patient who refuses treatment, 
breaks all the established laws and still gets well. 
Peculiar responses to tuberculosis have also been 
noted in mental hospitals. In some patients x-ray 
examinations have revealed that large cavities 
have closed for no apparent reason. Others with 
very treacherous disease have had x-ray clearing 
following an episode of excited, manic activity. 

A high resistance to tuberculosis, even on close 
contact with active cases, also seems to defy analy- 
sis. A husband would be admited with very far 
advanced, bilateral, cavernous disease and highly 
positive sputum. X-ray examination would indi- 
cate that the disease was of very long standing, 
yet the wife, in intimate contact with the hus- 
band for years, would have a negative x-ray and 
no evidence of tuberculosis. These peculiar reac- 
tions to tuberculosis have been attributed to re- 
sistance or immunity, a term which textbooks on 
the subject fail to define. The presence of this 
unknown X-factor has been confusing in evaluat- 
ing the course of treatment to follow in tubercu- 
losis. 

Several years ago the modern concept of psy- 
chosomatic medicine was brought to our attention 
by the psychiatrist. Impressed with the psychoso- 
matic phases as the cause of organic disease in 
other illnesses, we decided to investigate this phase 
as a posible X-factor to explain some of these 
peculiar and previously unexplained actions in 
tuberculosis. In seeking to better understand these 
strange responses it was hoped that a better treat- 
ment of the disease might be obtained. 





Medical director, Oakland County Sanatorium, Pontiac, Michi- 
gan. 


1385 











*- 


X-FACTOR—MEHAS 


Two questions immediately faced us: (1) Can 
neurosis be induced? (2) Can a need for neurosis 
be developed? 

Concerning the first question, we believe that 
“taking the cure” may induce neurosis in some 
individuals. The “cure” tends to reduce the size 
of the patient’s world to the size of his bed. If 
the individual already has a latent neurosis, the 
“cure” may be bad for him, and thereby induce 
neurosis. Governed by the pleasure-pain principle, 
man learns to accept and adjust to pain in life and 
to his environment. When the necessity to adjust 
is transferred from the patient to his family and 
society, it is possible that the patient’s character 
may be softened in the process. If his ability to 
accept and adjust to pain is weakened sufficiently, 
neurosis may be induced. 

On the second question—can a need for neurosis 
be developed?—a statement by Dr. Menninger is 
relevant. In essence he stated that curing a neurosis 
was dependent on the patient’s need for the 
neurosis as an escape. A man born of a loveless 
marriage, raised in a home without love, will be 
insecure and incapable of mature adjustment, and 
will need an escape. The escape, however, must 
be respectable. Early in life we learn that illness 
is a respectable escape and, unfortunately, an 
escape that is universally available to all. It is 
respectable because “it is not my fault.” A need 
for illness-may therefore be part of the explana- 
tion of psychosomatic illness. 

A person may need illness as a means of dodging 
responsibility. This is illustrated by the child who 
develops an illness when faced with an unpleas- 
ant situation. Through string-pulling, a man may 
succeed in securing a position which proves to be 
too big for him. To escape responsibilities, and 
still retain his self-respect and the respect of those 
who helped him secure his position, he may de- 
velop symptoms of a bad hezrt. Similarly, a wom- 
an in menopause may exaggerate a time of normal 
difficulty to major proportions to avoid situations 
in life. Sometimes organic disease results from a 
poor psychology, and the effects of the disease are 
then utilized in an effort to escape from the prob- 
lems of life. Gastric ulcer and spastic colon, for 
instance, can result from tensions and the inability 
to control situations according to one’s desires 
and will. After the organic lesion has developed, 
the patient may use gastric pain as an excuse to 
the family to dodge unpleasant situations. Mi- 
graine headaches and trifacial pain, which may 
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have a psychosomatic etiology, might be used to 
control and dominate a family. Nutritional anemia 
and poor assimilation of food may possibly result 
from a deep subconscious desire to cease existing. 

Thus, the X-factor may be: , 

1. A creation of neurotic need for illness, a 
need which may develop if the patient’s ability 
to accept and adjust to life’s problems is weakened 
through the effects of “taking the cure,’ which 
may possibly become an in utero stage, that is, the 
stage of perfect security. 

2. Development of a need for tuberculosis as a 
means of security, or as explanation for one’s 
failure in life or fear of life. 


If a psychological need for tuberculosis exists, 
clearly no cure can be effected until the need for 
illness has been removed. Our thesis therefore may 
be stated as follows: 

1. The patient’s need for illness may offer a 
plausible explanation for a part of the phenome- 
non of psychomatic illness. 

2. Resistance or immunity to tuberculosis may 
be affected by the X-factor or the need for or- 
ganic illness. 


Therefore, our problem is to remove the psycho- 
logical need for tuberculosis. We do not believe 
that all persons who have tuberculosis have tuber- 
culosis as a need. However, it is very difficult for 
personnel without special training to discover the 
individuals in whom the need for tuberculosis 
may be present. We therefore strongly recom- 
mend the addition of a psychiatrist to the sana- 
torium staff. This would accomplish two pur- 
poses. First, the psychiatrist could determine with 
each new case of tuberculosis whether the pa- 
tient had a conflict that could result in a need for 
organic disease. Secondly, the psychiatrist would 
be extremely valuable in a program of rehabilita- 
tion to prevent the ex-patient from re-creating a 
need for illness, and a subsequent need to return 
to the sanatorium, which may possibly better ex- 
plain the so-called “breakdown.” 


=——Msms 





WAIT SIX MONTHS FOR BEDS 


In England, where socialized medicine is being experi- 
mented with, the average hospital patient waits six 
months for a bed. Tuberculosis patients wait nine 
months. That can happen here. 
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Place of the Office of 
Vocational Rehabilitation 
in the Total Rehabilitation 
Program 


By Katharine Post and Dorothy Arny 
Lansing, Michigan 


HE PHRASE “rehabilitation of the tubercu- 

lous” suggests at once the goal toward which 
are aimed all the medical and auxiliary services 
marshalled for the care of the person with tuber- 
culosis, and the complicated processes by which 
the tuberculous patient is restored to the fullest 
physical, medical, social, vocational and economic 
usefulness of which he is capable. Rehabilitation 
therefore has come to mean a comprehensive medi- 
cal program involving all the skills and leadership 
of the medical profession combined with the skill of 
the adjunct profession to which the physician has 
had to delegate many of the responsibilities of a 
total medical program. Social service, occupational 
therapy, vocational counseling and other profes- 
sional services, to an increasing degree, are being 
expected to share responsibilities of this compre- 
hensive program. Public and private health and 
welfare agencies, tuberculosis sanatoria, and pri- 
vate physicians have primary responsibility for car- 
rying out a full program of case-finding, treatment, 
and follow-up care. The lay public, through its 
many interested service groups and other organiza- 
tions, is taking an increasingly active part in pro- 
viding some of the services, materials, and equip- 
ment used in the rehabilitation process. 

Since its establishment in 1920, the Office of 
Vocational Rehabilitation, Department of Public 
Instruction, has had its own responsibility as de- 
fined by law (Public Law 113) for the vocational 
rehabilitation of persons of employable age who 
are vocationally handicapped through physical or 
mental disability. Services available to such per- 
sons through Vocational Rehabilitation are guid- 
ance and counseling, medical diagnosis and treat- 
ment not available through other public or private 
resources, vocational training, and finally, assistance 
in job placement. In addition to the above, certain 
auxiliary services such as transportation, mainte- 


Katharine Post is supervisor of Medical Services, O.V.R. Dorothy 
Arny is supervisor of Medical Social Service, O.V.R. 
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nance, and supplies needed for training purposes 
are provided when they are required for attainment 
of the patient’s vocational objective and when his 
own resources are insufficient to meet these needs. 

From its beginning, Vocational Rehabilitation 
has served persons with a history of tuberculosis, 
and through the years Michigan has shown a con- 
stant growth in the numbers of the tuberculous re- 
habilitated. Until recent years, however, voca- 
tional rehabilitation was regarded as the last step 
in treatment and could not be undertaken until 
the disease was considered arrested. The agency’s 
services to the tuberculous were limited to per- 
sons who were already outside the sanatoria or 
who, although still in the sanatoria, were ready 
for formal vocational training. Earlier, too, only 
those. who would be returned to full remunerative 
employment were eligible for service. With cur- 
rent medical thinking, rehabilitation, in its broad- 
est sense, has become an integral part of treatment, 
beginning with diagnosis and continuing through- 
out treatment and subsequent follow-up services. 
It is now fully recognized that because of the na- 
ture of the disease, the usually long treatment re- 
quired, the constant threat of reactivation, the 
disruption of family life, interruption of employ- 
ment and frequent vocational displacement, tuber- 
culosis often creates many social, emotional, and 
economic problems that require solution before 
complete rehabilitation can be effected. It is 
also recognized that housewives stand high among 
the groups of persons having tuberculosis and 
especially high among those persons experiencing 
recurrence of the disease. Repeated readmissions 
of the housewife and mother creates many re- 
lated health and social problems which have long 
complicated the task of tuberculosis control. For- 
tunately, through broadened legislation in 1943, 
Vocational Rehabilitation has been able to add 
housewives to those who may be eligible for as- 
sistance. Therefore, housewives, vocationally hand- 
icapped by tuberculosis, are now among those reg- 
ularly served. Vocational Rehabilitation is thus 
keeping pace with recent advance in medical 
thinking by providing, or assisting in the provi- 
sion of, numerous prevocational as well as voca- 
tional services which contribute to the ultimate 
recovery and vocational adjustment of the in- 
dividual. 


Since the services of Vocational Rehabilitation 
are intended to supplement other existing re- 
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sources, the extent to which the official agency 
may be called upon for the provision of any serv- 
ices needed for the patient’s vocational rehabilita- 
tion will vary with the particular sanatorium and 
other community facilities for meeting these needs. 

Experts in the field of rehabilitation of the 
tuberculous have made varying estimates as to the 
proportion of tuberculous patients needing, and 
eligible for, rehabilitation service. Dr. Norvin C. 
Kiefer, Surgeon, Tuberculosis Control Division, 
United States Public Health Service, expresses the 
conviction that 100 per cent of tuberculous pa- 
tients need rehabilitation, at least until exploration 
of their potentialities has demonstrated them to be 
unsuitable for such services; i.e., every person with 
a diagnosis of tuberculosis who is well enough to 
participlate in counseling service should be given 
an opportunity to have his vocational problems 
considered. This view is held also by others in the 
field and expresses essentially the present basic 
principle of Vocational Rehabilitation in Michi- 
gan. Prevocational or other rehabilitation services 
beyond the period of initial evaluation are deter- 
mined on the basis of individual need and the 
patient’s medical readiness for such services. 

The demonstration program of in-sanatorium 
prevocational service at Ingham County Sana- 
torium, described in the section, “The Voluntary 
Agency,” led to recognition of the need for this 
type of service in all tuberculosis sanatoria. The 
Office of Vocational Rehabilitation co-operated 
with the state and local tuberculosis associations 
and sanatoria —in establishing prevocational serv- 
ices in fifteen sanatoria during 1947. Since then 
the services have been initiated in two additional 
sanatoria. 

The total budget for this program in 1947-48 was 
$108,000, of which approximately $73,000 were 
Vocational Rehabilitation funds. The total budget 
for the current year is approximately $200,000, of 
which $100,000 will be provided by O.V.R. This 
doubling of the budget has made it possible to 
more nearly approach the goal of prevocational 
services for every sanatorium patient for whom 
this is recommended by the sanatorium director. 

In 1946-47, the year the prevocational program 
began, 237 individuals with a history of tuber- 
culosis were rehabilitated. During 1948-49, the 
total was 601, an approximate gain of 250 per 
cent. For many years, the total number of the 
tuberculous rehabilitated has been roughly 10 
per cent of the total number of those with all dis- 
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abilities served by Vocational Rehabilitation. The 
601 recorded in 1948-49 is 13.7 per cent of the 
4,378 persons of all disabilities rehabilitated. This 
represents a definite gain in the relative place of 
the tuberculous in the rehabilitation program. The 
prevocational program which makes it possible to 
start the rehabilitation process, in the broad 
sense, at the time of diagnosis and offer construc. 
tive service throughout the period of sanatorium 
care, has been a significant factor in the increase 
in the number of tuberculous patients who have 
been rehabilitated through the services of Voca- 
tional Rehabilitation. More than 2,500 individuals 
with a history of tuberculosis are currently re- 
ceiving services from Vocational Rehabilitation. 

We have outlined the general program of Vo- 
cational Rehabilitation as it applies to needed 
services for the tuberculous. We have also reviewed 
the facts and figures in order to point out the 
progress which has been made in Vocational Re- 
habilitation services to the tuberculous and the 
increasing emphasis being placed on the needs of 
this disability group. This trend is in step with the 
philosophy and practice of physicians who have 
accepted the concept that effective treatment in- 
cludes consideration of all of the factors in a 
patient’s adjustment to, and recovery from, dis- 
ease rather than treatment of the disease alone. 
Particularly in tuberculosis, the physician brings 
in the auxiliary members of his team so that the 
patient may become emotionally and economical- 
ly as well as physically able to return to his place 
in the community. 

The medical profession has been intimately con- 
cerned with each step aimed toward more effec- 
tive control of tuberculosis. Although legal re- 
sponsibility for case-finding, treatment and fol- 
low-up care, centers in the public sanatoria and 
health departments, a private physician is at some 
point either directly or indirectly concerned with 
every known tuberculosis case. Vocational Re- 
habilitation serves the tuberculous both in and 
outside the sanatoria. It depends upon the in- 
dividual physician for guidance as to when and 
where its services may have a part in achievement 
of rehabilitation for his patients. It also depends 
upon the medical profession as a whole for stimu- 
lation and leadership in the development of the 
expanding program for rehabilitation of the tuber- 
culous. 
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VOLUNTARY AGENCY—MANTY 


The Voluntary Agency in 
Rehabilitation of the 
Tuberculous 


By Roy R. Manty 
Lansing, Michigan 


ESS THAN five years ago it was not possible 
L to develop a complete rehabilitation plan for 
the individual disabled with pulmonary tuber- 
culosis. Federal and state regulations in vocational 
rehabilitation prohibited assistance to cases with 
a positive sputum. At the same time many medical 
specialists would not approve the administration 
of rehabilitation projects with their patients until 
after discharge. 

Representatives of both of these groups recog- 
nized that a great deal of valuable time was lost 
during hospitalization. There was an increasing 
demand for action against the problem of patients 
leaving the sanatoria without medical permission. 


In 1940, the Michigan Tuberculosis Association, 
with the Ingham County Sanatorium, initiated 
the first in-sanatorium rehabilitation department. 
Very early after the patient’s arrival he was given 
the opportunity to pursue diversional activities in 
arts and crafts and library and to participate in 
individual and group recreational functions. Dur- 
ing this initial period the medical and nonmedical 
staff members, together, helped the patient be- 
come oriented to his new environment. 


It was apparent that while patient morale could 
be improved through these extra-medical services, 
more was needed. Future insecurity was com- 
monly expressed as a major fear of the patient. 
The introduction of counseling and social service 
proved to be a means of meeting this problem. 
The latter was directed towards helping meet 
the social and economic problems facing the 
patient and his family. 


Within two years the Ingham program had 
demonstrated that rehabilitation could logically 
be regarded as a necessary part of treatment and 
care. One of the first objectives of the voluntary 
agency had been reached: to demonstrate the 
value of in-sanatorium rehabilitation programs to 
the medical and nursing staffs. 





Patient Services Director, Michigan Tuberculosis Association. 
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During this same period Michigan’s Office of 
Vocational Rehabilitation was in close contact 
with the experiment in Lansing, for the post- 
sanatorium rehabilitation plans were their respon- 
sibility. The 1943 amendments to the Federal 
Vocational Rehabilitation Act (Public Law 113) 
provided a marked expansion of services to all 


disabled. 
In 1947 the Michigan Office of Vocational 


Rehabilitation with the state and local tuberculosis 
associations and sanatoria, organized and initiated 
a state-wide plan for in-sanatorium rehabilitation 
services, patterned after the department at the 
programs, patterned after the department at the 
Ingham Sanatorium. During 1947, fifteen sana- 
toria adopted the plan which provided these 
services: vocational counseling, social service, oc- 
cupational therapy, educational therapy, and recre- 
ational therapy. Budgets during this first year 
totaled $108,655, of which $35,000 came from 
Christmas Seal funds and the balance from the 
Office of Vocational Rehabilitation. The second 
year, with the same number of sanatoria partic- 
ipating, found budgets exceeding $148,000, of 
which $41,000 came from tuberculosis associations, 
$26,400 from sanatoria and the balance from Vo- 
cational Rehabilitation. Financial reports for the 
current year show estimated expenditures for sev- 
enteen sanatoria now under the Michigan plan, of 
approximately $200,000. Christmas Seal funds will 
exceed $50,000, sanatoria will provide $40,000, 
while Vocational Rehabilitation will expend over 
$100,000. In addition, the Special Education Di- 
vision, Department of Public Instruction, and the 
Homemaking Division, State Board of Control for 
Vocational Education, will contribute nearly $50,- 
000 during the year toward in-sanatorium educa- 
tional projects in co-operation with local boards 
of education. 


It is too early to measure, accurately, the con- 
tribution of these programs to the final adjust- 
ment of the individual with a history of tuber- 
culosis. Local reports do show a reduction of 
walk-outs against medical advice and greater num- 
bers being placed into suitable employment fol- 
lowing satisfactory treatment. In this latter phase, 
sixty-three persons with a history of tubercuolsis 
were listed as rehabilitated by Michigan’s Office 
of Vocational Rehabilitation (returned to suit- 
able employment) at the end of the fiscal year 
1941-1942. The latest reports show that over 
(Continued on Page 1403) 
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COMMUNITY PARTICIPATION—KINVILLE 


Community Participation in 
a Rehabilitation Program 


Paul J. Kinville 
Marquette, Michigan 


ua HE ULTIMATE goal of rehabilitation of the 

tuberculous, as of any handicapped person, is 
the best possible adjustment of that handicapped 
individual to community living. In order to make 
an attempt to meet this real need, an in-sana- 
torium rehabilitation service was organized by the 
Marquette County Tuberculosis Association and 
the Morgan Heights Sanatorium Board of Trus- 
tees, January, 1947. Services offered under the 
program were: vocational guidance, occupational 
therapy, and social service. 

Expansion of the program was soon deemed 
necessary, especially in the men’s workshop divi- 
sion, if needs of the patients were to be met. The 
budget for the rehabilitation program for the 
first year met only the preliminary stages of per- 
sonnel planning and occupational and educational 
therapy. It was apparent that the help of every 
resident in Marquette County would be needed if 
adequate services were to be given by the sana- 
torium. This help could only be given through 
co-operative planning in meeting the problem. 
It was important that the taxpayer understand 
that rehabilitation cannot be left to experts, for 
there are no experts. 

It was decided to seek such help first of all 
from service groups and civic clubs. The need 
was stressed by radio and personal talks before such 
groups. The importance of establishing a work- 
shop was thus made known. It was pointed out 
that establishment of such a shop would afford 
Dr. James R. Acocks, sanatorium superintendent, 
an opportunity to test patient reaction to work 
during increasing periods of occupation and to 
judge their future employment capacity after 
they leave the sanatorium. Immediately recog- 
nizing the need of the program, the Marquette 
Kiwanis Club spearheaded the drive and gave 
impetus to the plan by equipping the workshop 
with the necessary power tools as a_ beginning. 
Members of the club felt that this project would 
definitely benefit the entire county. The Voca- 
tional Guidance Committee of the Kiwanis Club 


Director, Patient Services Department, Morgan Heights Sana- 
torium, Marquette, Michigan. 
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sent letters to various firms and organizations jn 
the county, explaining the need at Morgan 
Heights Sanatorium. Aided by excellent public 
ity by the Marquette Daily Mining Journal, the 
response was overwhelming. 

The Marquette project was fortunate in hay- 
ing the co-operation and intense interest of this 
local newspaper whose prime interest has been 
community betterment. The first publicity con- 
sisted of a three-column spread headlined, “Good 
Workshop at Sanatorium Would Lighten Tax- 
payers’ Load.” Pictures were used along with 
the story. This was important because some peo- 
ple look at newspapers rather than read them. 
The pictures used told the story by themselves. 
One was of an empty room and the other was of 
that same room equipped with power tools and 
operated by a group of patients. 

The Extension Homemakers Clubs of the 
County also adopted the Morgan Heights Sana- 
torium Program as a project for the year. Money 
for the purchase of tools, yarn, and materials for 
occupational therapy began pouring in as a result 
of their interest. Donations were received from 
choral groups, church service groups, veterans 
organizations and fraternal clubs, as well as from 
many individual citizens. Every hardware store 
in the county made a contribution of hand tools 
and equipment. As a result of such wholehearted 
community effort, the workshop program was 
soon a completed project. A complete woodshop 
and machine shop is now an essential part of 
the rehabilitation program. 

Here was an outstanding demonstration that 
community organizations can and will work with 
the sanatorium when the need is apparent. As- 
suming that rehabilitation is a community respon- 
sibility, the program will continue to flourish if 
it has community backing. If adequate appropri- 
ations for rehabilitation are to be received, it 
must be made evident to the public that it is 
good business to have a tax consumer become a 
taxpayer. 


=—Msms 





If we allow totalitarianism to exist here on any scale, 
then we may expect it to be maintained by gestapo- 
police methods—dictatorship, loss of liberty and oppor- 
tunity and resultant degradations of the people. 
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TUBERCULOSIS CAUSALITY—GALDSTON 


Tuberculosis Causality 


By Iago Galdston, M.D. 
New York, New York 


ITHOUT the tubercle bacillus, tuberculosis 
is not possible. But tuberculosis is not caused 
by the tubercle bacillus. 

‘These dicta, though seemingly paradoxical, em- 
brace most of the essentials in the etiology and 
therapy of clinical tuberculosis. They touch upon 
an ancient wisdom, yet one which needs to be 
reafirmed for each new generation of physicians 

The causation of tuberculosis is an intricate 
process involving many factors, and the treat- 
ment of tuberculosis is a process no less intricate 
and many-factored. 

Something of this is reflected in Osler’s well- 
known paraphrase of the Parable of the Sower. 
Osler thuswise endeavored to emphasize the sig- 
nificance of “the soil,” i.e., the condition of the 
body, in the etiology of clinical tuberculosis. He 
quoted with approval Baldwin’s generalization 
that the adult human individual in normal health 
seems to be practically immune to natural infection. 
Osler might have expanded upon Baldwin’s gen- 
eralization to the effect that the tuberculous in- 
dividual is not likely to recover, nor to remain 
recovered, unless and until he is brought back to 
normal health. 

The tuberculous individual generally has more 
than his tuberculosis the matter with him, and 
the therapist who fails to recognize and to deal 
adequately with those other matters is likely to 
Yet these other matters are 
not always patent, or being so, are not likely to 
be the most important. Be that as it may, the 
good therapist must look beyond the obvious. 
He must look to the patient’s personality no less 


fail in his efforts. 


than to his person, for the tuberculous individual is 
more than likely an “odd fellow,” that is, one 
who is different from the common run of man 
The Ancients spoke 


at least in some respects. 
of the tuberculous “habitus, disposition, diathesis, 


dyscrasia, temperament, or constitution.” It is 
not at this juncture pertinent to establish what 
the Ancients did intend by these terms. It is 


sufficient to observe that they, too, recognized 
the tuberculosis sufferer as one likely to be an odd 
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fellow. The good therapist must take the pa- 
tient’s “oddities” into account. 


The recent resurgence of psychosomatic medi- 
cine has brought in its wake a host of typological 
criteria, most of them of rather dubious worth 
and validity. It is all too common now to hear 
of “the ulcer type,’ “the migraine type,” “the 
hypertensile type,” et cetera. The emphasis here 
placed on the “oddity” of the tuberculosis patient 
is no prelude to the proponement of a tuberculosis 
type. Beside, that would be hardly original. In 
the days before the x-ray and the laboratory made 
the diagnosis of tuberculosis easy and certain, it 
was observed that the “long thin-chested, and 
asthenic”’ individuals were more common among 
the phthisis sufferers. The deep-chested, short, 
stocky ones, when “troubled in their lungs,” were 
more likely to be diagnosed as bronchitic. 


The oddity of the tuberculosis patient is not 
reflected in his constitutional type, but more likely 
in his personality, in his psychological configura- 
tion. And even here one finds no prototype. Both 
noble genius and the most degraded denizen of 
the depths can and do suffer from tuberculosis. 
That which is common to both is a measure of 
being at odds with the world, a certain unwilling- 
ness, or incompetence, or both, to meet with and 
to deal effectively with reality. 


There is nothing opprobrious or condemnable 
in this being at odds with the world. The odd- 
ness of the tuberculosis patient is no stigma. It 
is here merely given as a datum, from which the 
following is drawn as logical sequentia. Insofar 
as the psychological configuration contributes to 
the development of the tuberculosis and impedes 
recovery, the therapist must recognize its exist- 
ence and its dynamics. He must likewise be com- 
petent and willing to deal with it. 


All of this does not imply that the physician 
treating tuberculosis needs among other things 
to be a psychiatrist. He should, however, be alert 
to the emotional and psychological needs and 
problems of his patients, should deal with them 
to the best of his enlightened competences,* and 
when these do not prove adequate, should not 
hesitate to call upon the psychiatric specialist. The 
poets, dramatists, and novelists have long recog- 
nized that the tuberculous individual is no less a 
psychiatric than a clinical “case.” This recogni- 
tion in medicine is long overdue. 





*The psychiatric social worker will in these connections prove a 
fine ally. 
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, Wednesday Thursday Friday 
Time March 8, 1950 March 9, 1950 March 10, 1950 
A.M. Registration Registration Registration we 
8:30- 9:00 Exhibits Open Exhibits Open Exhibits Open 
Surgery Medicine General Practice 
9:00- 9:20 Grorce Crite, Jr., M.D. Watcter C. Atvarez, M.D. Ricuarp H. Freyserc, M.D. 
Cleveland, Ohio Rochester, Minn. New York City 
Gynecology-Obstetrics General Practice Industrial Surgery ie 
9:20- 9:40 J. Mason Huno ey, Jr., Roy D. McC.ure, M.D. J. Duane Miter, M.D. 
Baltimore, Md. Detroit Grand Rapids 
Pediatrics Obstetrics Obstetrics ‘fee 
9:40-10:00 RockweLt M. Kempton, M.D. Parmer E. Sutton, M.D. Rosert B. KeENNepy, M.D. 
Saginaw Royal Oak Detroit 
10:00-11:00 Intermission to View Exhibits Intermission to View Exhibits Intermission to View Exhibits _ 
Medicine Anesthesia Pediatrics 
11:00-11:20 Jerome W. Conn, M.D. Joz DePree, M.D. Juuran P. Price, M.D. 
Ann Arbor Grand Rapids Florence, S. C. 
Orthopedics Surgery Urology 
11:20-11:40 Hersert W. Harris, M.D. E. THurston Tureme, M.D. Reep M. Nessit, M.D. 
ansing Ann Arbor Ann Arbor 
Allergy Medicine Medicine 
11:40-12:00 Homer A. wes, M.D. Marion A. BLANKENHORN, M.D. Henry L. Situ, M.D. 
Detroit Cincinnati, Ohio Detroit 
P.M. 
12:00- 2:00 Luncheon Luncheon Luncheon 
Leo G. Ricter, M.D. Punn F. Morse, M.D. Detroit Isapore Snaprer, M.D. 
Minneapolis, Minn. R. S. Sykes Lecture New York City 
—a te Syphilolo Psychiatry Surgery 
2:00- 2:20 FRANCIS SENEAR, MD Franz G. Arexanper, M.D. Wattman Watters, M.D. 
TF Tn Ill. Chicago, Ill. Rochester, Minn. 
Medicine Pediatrics Medicine 
2:20- 2:40 Speaker A. Morcan Hirt, M.D.: Gorpon B. Myers, M.D. 
To be Announced Grand Rapids Detroit 
Public Health Otolaryngology Gynecology 
2:40- 3:00 Frankuin H. Top, M.D. James H. Maxwe.t, M.D. F. Bayarp Carter, M.D. 
Detroit Ann Arbor Durham, N. C 
3:00- 4:00 Intermission to View Exhibits Intermission to View Exhibits 3:00-3:30 s 
Final Intermission to View Exhibits 
Surgery Ophthalmology = 
4:00- 4:20 Wituram S. Carpenter, M.D. Wan. L. Benepict, M.D. 3:30-4:00 
Detroit Rochester, Minn. Surgery 
= Freperick A. Co.ier, M.D. 
Discussion Conference on Cancer Ann Arbor 
Pathol MD., ——— 
C. I. Owen, Detroit 
Moderator ; 4:00-5:00 
X-Ray Quiz Period with Friday’s 
Leo G. Ricier, M.D. Clinical Pathological Conference Guest Essayists 
Minneapolis, Minn. Freperick A. Cotier, M.D. 
urgery Moderator Ann Arbor 
Georce Crite, Jr., M.D. S. E. Gouin, M.D. Moderator 
Cleveland, Ohio loise 
4:20- 5:00 lM Gynecology “ae . — 
. Mason Hunotey, Jr., =. urgery : is 
Baltimore, Md. DarreLtL A. CampsBett, M.D. Institute Ends at 5:00 P.M. 
Dermatology Ann Arbor 
KENNETH B. Moore, M.D. a 
Flint Internal Medicine 
Hematology Mitton R. Weep, M.D. . : , 
A. Hazen Price, M.D. Dearborn No Registration Fee at the 
Detroit , 
Syphilology Postgraduate Institute 
FRANCIS E Senear, M.D 
Chicago, IIl. 
6:30 Dinner Hour Dinner Hour 





9:00 to 
12:00 midnight 


Entertainment for All Registrants 
and Their Ladies 
Grand Ballroom 
Book-Cadillac Hotel 
Detroit 


No Program Thursday Evening 














First Annual 
HEART DAY 
Saturday, March 11, 


1950 
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A Brazen Political Potential 


Today, more than ever before, attention is focused on 
the relationship between the medical profession and the 
general public. It is correspondingly important that our 
viewpoint be squarely presented to all. As members of a 
profession grounded in the highest ideals, we have much 
of which to be proud and nothing to conceal. How- 
ever, public relations facilities of the State Societies alone 
are insufficient, and the MSMS has already supplement- 
ed them in one instance by co-ordinating the efforts of 
every doctor’s family in behalf of the CAP Program. 
But the doctor himself, thoroughly acquainted with med- 
ical standards and contributions to the public welfare, 
must seize every opportunity to explain personally medi- 
cal programs and progress and to combat medico-politi- 
cal schemes. 


The doctor who does actively engage in public rela- 
tions activities will find a surprisingly large number of 
allies. The political goals of the national administration 
have not been entirely overlooked, and many citizens 
will vigorously oppose political entrenchment and op- 
pression in any form. But the doctor must remember 
that his audience is more interested in the effect of 
governmental control on public welfare generally than in 
its incidental effect on the individual doctor. 


Not all the objectives of governmental attempts at 
medical control are obvious. Among those less publi- 
cized aspects, it is worth noting that factual-legal basis 
for the Attorney General’s recent anti-trust action against 
a medical society was so lacking that those prosecuting 
the suit could have had slight hope of winning. The 
apparent objective was intimidation of medical organi- 
zations. Of more immediate interest, the objective of 
the proposed Wagner-Murray-Dingell bill, offered to the 
National Legislature this year as a cornerstone of the 
“Fair Deal,’ may not be merely control of the medical 
profession for itself; rather, the bill would help to create 
a Federal Administrative Bureau controlling the most 
potent of political gifts, free medical services and old age 
pensions. This enticing package would be directed by 
a political appointee of Cabinet rank and a centrally 
controlled organization of political appointees extending 
into every county in the nation. The political potential 
in such schemes is as astounding as the schemes are 
brazen—try them out on proponents of the “Welfare 
State” whom you chance to meet. 


LOE fevileed HX, 


President, Michigan State Medical Society 
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Editorial 





TUBERCULOSIS 
UBERCULOSIS, for many ages, has been one 


of the greatest scourges of the human race. 
Study of the disease and of methods of care and 
prevention have stimulated the medical mind. 
One of the first standing committees of the Michi- 
gan State Medical Society was that devoted to 
tuberculosis. 


Next after those for mental diseases, hospitals 
for the care of tuberculosis were the earliest for 
specific disease. Medical societies were developed 
with this particular objective. Our own State Med- 
ical Society was early in the field, and through its 
efforts a State Health Department was established. 


Studies and activities through the years, always 
with the objective of lessening or preventing this 
disease, have placed the death rate far down the 
list at the present time. Our active committee 
work, and the established Christmas Seal to ac- 
cumulate money for relief of tuberculosis, are in- 
dications of the extent medical and public interest 
has been aroused. 


In the old days when our tuberculosis sanatoria 
were first established, the cottage plan was preva- 
lent. Many persons, in building new homes in 
the first of this century, established fresh-air or 
even out-door sleeping quarters with the belief 
that this would guard against tuberculosis. But 
progress has been made, infection has been lessened, 
and death rates and morbidity have decreased. 
We even have many so-called “arrested cases” 
which in the older days were an unknown outcome. 

With such a crying need for tuberculosis hospitals 
and tuberculosis instruction at our medical uni- 
versities, it is a shame that our government has 
seen fit to build a mammoth general Veterans Ad- 
ministration hospital at Ann Arbor, instead of 
having supplied what the university could well have 
used and what our state so badly needs—a tuber- 
culosis hospital. The Medical Society proposed this 
measure at the time the Veterans Administration 
hospital was being considered, but was completely 
ignored. . 

The Michigan State Medical Society is dedicat- 
ing this number of THE Journat to the subject 
of tuberculosis and its control. 
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IS YOUR HOSPITAL SPREADING 
TUBERCULOSIS? 


6 ideson MATERIAL for this issue of THE Jour. 

NAL had all been gathered, the papers written, 
and the editorial announcement formulated when 
the great metropolitan neswpapers published a full- 
page advertisement with the heading, IS YOUR 
HOSPITAL SPREADING TUBERCULOSIS? 
This heading introduced the announcement that 
the Woman’s Home Companion for October car- 
ried an article by Albert Q. Maisel asking this 
question. His story starts: 


“Mrs. J. S. is a patient in a tuberculosis sanitarium, 
It will be three years before she can return to her family. 
Johnny, the oldest boy, is boarded with relatives. The 
twins are at home, cared for—until Mr. S. returns from 
work—by a part-time household helper, aged fourteen. 

“But the new baby, the S. family so joyously welcomed 
a year ago, is dead. Needlessly dead, of the same disease 
that sent Mrs. S. into exile and ruined the lives of the 
entire S. family. Shocking? Yes. But even more shocking 
to realize—it could happen to you if you too believed, as 
Mr. and Mrs. S. did, that good hospitals do everything 
science knows how to protect their patients’ health. 

“Mrs. S. went to a good hospital to have her fourth 
baby. She was given a routine physical examination, 
a blood count, a urinalysis and a blood serology test. 
But not a chest x-ray, although it would have cost no 
more than fifty-five cents. And the hospital didn’t x-ray 
the woman in the bed beside her, either. 

“That woman had tuberculosis. Innocently and un- 
consciously she transmitted her disease to Mrs. S. (whose 
previous medical record showed no tuberculosis), and 
thus to the baby. That woman could have been the 


woman next to you when you entered your hospital for 
treatment.” 


This is a well-written article and should be read 
by every doctor and by every hospital administra- 
tor, but we question the advisability of spreading or 
broadcasting it until the hospitals have had a 
chance to install this additional service. For many 
years the medical profession has advocated the 
taking of chest radiographs for all patients who 
enter our hospitals. Miniature x-ray machines 
have been developed and are available in many in- 
stances for taking these radiographs. These ma- 
chines are used mostly in public health control or 
are being used by special societies such as the anti- 
tuberculosis societies. In the hospitals it is cus- 
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EDITORIAL 


tomary to take these radiographs on larger films. 
This is done in most of our large hospitals and in 
a good many of the smaller ones. 


PROPAGANDA—OR INSULT? 


N SEVERAL occasions we have been impelled 

to invite attention to what seemed a studied 
program to place the medical profession in a poor 
light before the public, with the possible excuse of 
furthering the efforts of the Social Change artists 
who are bent on establishing political medicine in 
our midst in spite of our best efforts. In the article 
mentioned above, Mr. Maisel cannot resist, and 
the Woman’s Home Companion magazine failed 
to suppress, an unwarranted insult to the hospitals 
and the medical profession. “Jf our laggard hos- 
pitals cannot decry the effectiveness of routine 
chest x-rays, if they cannot alibi on the grounds of 
expense, why do more than 4,000 still fail to pro- 
vide this service?” Then follows, “In most, the 
failure has no justification whatsoever. IT EXISTS 
ONLY (BECAUSE MEDICAL PRACTICE SEL- 
DOM KEEPS PACE WITH THE ADVANCES 
IN MEDICAL SCIENCE, UNLESS THE PUB- 
LIC DEMANDS THE BEST.” 

We consider this a downright insult, and we be- 
lieve that the publishing magazine has some re- 
sponsibility. If this statement, which we have 
capitalized, were true, World War II would have 
been lost because of medical and health problems 
insurmountable without the knowledge of advances 
of medical science. The very x-rays which Maisel 
urges would be unknown without the same use by 
the medical profession of the advance in medical 
science. It has been the function of the medical 
profession to make use of every advance known 
which will benefit our patients. However, it is 
also our duty to double check reported scientific 
advancements until they have become evaluated. 
They are then taken up with amazing rapidity. 
Mr. Maisel and the Woman’s Home Companion 
would have accomplished just as much and left a 
much better taste by using more temperate and 
accurate language. 


GOVERNMENT PRESSURE 
YEAR AGO, on October 19, 1948, the Jus- 


tice Department of the Government an- 
nounced an antitrust action against the Oregon 
State Medical Society and others, on account of 
the activities in the Oregon Physicians’ Service, 
charging conspiracy. In the June; 1949, number of 
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THE JoURNAL we used the following two para- 


graphs, pages 740 and 758: 


“Some months ago we reported the suit against the 
Oregon State Medical Society and the Oregon Physi- 
cians’ Service under the Sherman Antitrust Law, charging 
restraint of trade. We have been informed that other 
medical societies are being investigated, and at the Blue 
Cross-Blue Shield Conference in Hollywood Beach, 
Florida, the report was made that the FBI men came 
into the Chicago Medical Society office, demanding 
their books for the past six years. 

“Has the government used its power of persecution to 
restrain official medical society support of the voluntary 
nonprofit health care plans, so that Oscar Ewing’s 
pronouncement ‘that they are inadequate to care for the 
American people may seem well founded?” 


This was recalled when the radio announcement 
came from Detroit on Wednesday, October 5, 
1949, at 7:00 p.m. that the officials of the FBI 
had been investigating accounts of the doctors and 
the Michigan Medical Service, and had demanded 
to see some of the books. 

The press has been unfavorable in the stories 
published following the FBI investigations, both in 
our Lansing and our Detroit offices. The man in 
Lansing is going over committee meetings and 
minutes of the Council and the Executive Com- 
mittee back to 1935. The impelling force that di- 
rects this extreme investigation of private business 
can only be understood in the light of what these 
forces are doing and have been doing over a period 
of years. 

Michigan Medical Service has nothing to con- 
ceal and no fears that government may bring suit, 
but with the previous action in Oregon anything 
may happen if it tends to discredit the medical 
profession and its activities in serving the medical 
public. 


MICHIGAN MEDICAL SERVICE 


HE HOUSE of Delegates, at its annual meet- 

ing in September, instructed the officers of 
Michigan Medical Service to establish an entirely 
new service for the subscribers. The service certif- 
icates now in force and based upon the theory 
that $2,500 is a living wage as it was in 1939 are 
to be continued and will be serviced by the mem- 
bership as a partial indemnity program, the same 
as they have been in the past few years. But a new 
policy is to be written with an income level of $5,- 
000. This policy will carry many more benefits, and 


(Continued on Page 1420) 
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Annual Session Echoes 


ATTENDANCE RECORDS 
Attendance records for Grand Rapids were 
broken at the 84th Annual Session of the Michigan 
State Medical Society, September 21-22-23, 1949! 
A total of 2,329 registered last autumn in Grand 
Rapids—219 more than the registration of 1947. 
The breakdown of the 1949 registration was as 
follows: 


Bhnctens CF WEeGRCIMe «......000ccesercessvesevssvevessses 1,587 
a a ae 395 
OS a eee eae ene eee 347 

TE ea III oo oss drilenyesocadeeccacer 2,329 


Grand Rapids registrations in previous years were 
as follows: 1947—2,110; 1944—1,449; 1942—1,- 
746; 1941—2,117; 1939—1,810; 1937—1,894. 


TOP COVERAGE BY PRESS 

Attendance records weren’t the only records 
broken on the occasion of the recent 84th Annual 
Session and Postgraduate Conference for each day’s 
mail brings additional clippings testifying to the 
generosity of the free press of Michigan as they 
covered the four-day meeting with story and pic- 
ture. 





C. E. Umpnrey, M.D., Detroit, President-Elect 


The newspapers and radio stations of Michigan 
began their presentation of the MSMS annual 
meeting back in July when the initial release was 
mailed to more than 400 papers. From the date 
of the first release until the session officially opened, 
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O. O. Becx, M.D., Birmingham, Chairman of the Council, 
and W. E. Barstow, M.D., St. Louis, President 


more than 2,470 separate releases were made to 
state newspapers and periodicals. In addition to 
these stories from the Public Relations office many 
feature articles were written and placed in leading 
papers. 

During the House of Delegates meeting and the 
Postgraduate Conference, the newspapers of Grand 
Rapids and Detroit, as well as the wire services, 
were more than co-operative. Although co-opera- 
tion with members of the press is not necessarily 
judged by the stories which are printed, it is only 
fair to state that never before has an Annual Ses- 
sion of the MSMS received such widespread, ef- 
ficient coverage. 


The year 1949 marked the first year that the 
newspapers of metropolitan Detroit assigned their 


top science-feature writers to cover the medical f 
proceedings of a meeting not held in Detroit. [ 


Especial thanks are due Jack Pickering, Detroit 
Times, Robert Goldman, Detroit Free Press and 


Allen Schoenfield, Detroit News, for their excellent f 
reporting of the newsworthy events of this meeting. f 

The newspapers of Grand Rapids also deserve f 
a “special orchid’’ for their exceptional attention to [ 
all the session gatherings. It being hard to single f 
out individuals, mention should be made of the 
work of Z. Z. Lydens, Grand Rapids Press andf 


writers Voss, Murphy and Gerald of the Grand 
Rapids Herald. 

The Grand Rapids papers were exceedingly 
generous with photographs, as more than a dozen 
events were portrayed to the reading audience via 
pictures. 


It would be difficult to state which meeting 9 
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ANNUAL SESSION ECHOES 





THe New Councit—MiIcHiGAN STATE MEDICAL SOCIETY 
(Seated, ne right) R. H. Baker, M.D., Pontiac, Speaker of the House of Delegates; R. J. Hubbell, M.D., 


Kalamazoo, Vice-Chairman of The Council: W. E 


Birmingham, Chairman of The Council; C. 
ter, M.D., Bay City, Secretary; and A. S. Brunk, 

(Standing, left to right) Councilors R. 
Detroit, 18th District; W. S. Jones 


C. Harvie, -D., Saginaw, 8th District; J. S. 

Ann Arbor, Retiri 

Detroit, 17th District; L. W. Hull, 

and J. D. Miller, M.D., Grand Rapids, 5th District. 
Absent: 

Sladek, M.D., Traverse City. 


lecture received the most widespread attention— 
for the entire meeting made interesting copy. 


FIFTY-YEAR CLUB ADDS SEVENTEEN 


The ranks of the Michigan State Medical So- 
ciety’s “Fifty-Year Club,” founded in 1947 for the 
purpose of paying honor to those physicians who 
have practiced medicine for half a century or 
longer, was swelled by seventeen new members dur- 
ing the Officer Night ceremonies of the Annual 
Session, September 21. 


The addition of the Class of 1949 brings the 
total number of Michigan practitioners in the 
“Fifty-Year Club” to 126. 


The longest service represented by the members 
added this September is claimed by William G. 
Wight, M.D., Yale, Michigan, who started prac- 
tice in 1890. Other longtimers are F. C. Dunn, 
M.D., Lansing, who graduated from medical school 
in 1892, and W. E. Colbath, M.D., who began 
practice in 1893. 

Other Michigan doctors who received the gold- 
en pins emblematical of membership in the “Fifty- 
Year Club” from E. F. Sladek, M.D., President 
were: Dean W. Myers, M.D., Ann Arbor, Walter 
D. Ford, M.D., Detroit, Carl Fettig, M.D., Detroit, 
Louis J. Hirschman, M.D., Detroit, Robert J. 
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ct; 
DeTar, M.D., Milan, 14th District; D. W. Myers, M.D., 
ng Councilor, 14th District; P. A. Riley, M.D., Jackson, 2nd District; W. B. Harm 
M.D., Detroit, Ist 


Barstow, M.D., St. Louis, President; O. O. Beck, M.D., 
E. Umphrey, M.D., Detroit, President-Elect; L. Fernald Fos- 
-_D., Detroit, Treasurer. 

C. Pochert, M.D., Owosso, 6th District, William Bromme, M.D., 
, M.D., Menominee, 13th District; Wilfrid Haughey, M.D., Battle Creek, 
3rd District and Editor; E. A. Oakes, M.D., Manistee, 9th District; Fred Drummond, 
10th District; E. A. Osius, M.D., Detroit, 16th District; A. H. 


M.D., Kawkawlin, 
Miller, M.D., Gladstone, 12th Distri L. 


istrict; H. B. Zemmerz M.D., Lapeer, 7th District: 


Councilor C. A. Paukstis, M.D., Ludington, 11th District and Immediate Past President, E. F. 


Palmer, M.D., Detroit, Williard Monfort, M.D., 
Highland Park, L. W. Oliphant, M.D., Ann Arbor, 
Frederick W. Brown, Watervliet, W. J. Wright, 
M.D., Ypsilanti, Frank A. Grawn, M.D., Ypsilan- 
ti, E. A. Martindale, M.D., Hillsdale, I. L. Spald- 
ing, M.D., Hudson, W. G. Hutchinson, M.D., 
Bloomfield Hills, and Newton H. Greenman, 
M.D., Decatur, Michigan. 


What They Thought of the 1949 
MSMS Annual Session 


Herbert Acuff, M.D., Knoxville, Tenn. (Biddle Ora- 
tor): “I want to express my appreciation to you for the 
opportunity of visiting the Michigan State Medical So- 
ciety last week, and the great honor conferred upon me 
by inviting me to deliver the Biddle Oration in Medicine. 

“JT have been in most of the medical societies of the 
United States, and never have I seen one run so smoothly 
and efficiently as Michigan does. 


“T have long heard of the cordiality and efficiency of 
the Michigan State Medical Society and now know first- 
hand that it is one of the best in the nation. I ap- 
preciate very much the honor to deliver the Biddle Ora- 
tion and to have the opportunity of meeting many of 
your fine men in Michigan. 

“It was a great privilege to be among you, and I 
sincerely trust that I shall have the opportunity some 
day to repay in kind the many courtesies you have ex- 
tended to me. This will be done if you will only visit 
us in Knoxville.” 

* * * 


Harry E. Bacon, M.D., Philadelphia (Guest Essayist) : 
“TI want you to know how much I appreciate the courtesy 
accorded me and particularly by you personally on the 
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ANNUAL SESSION ECHOES 





MSMS OrFicers FROM WAYNE County AT ANNUAL 
SESSION 


(Left to right) A. S. Brunk, M.D., Detroit, MSMS Treasurer; 
L. W. Hull, M.D., Detroit, Councilor, 1st District (Standing) ; 
E. A. Osius, M.D., Detroit, Councilor, 16th District; P. L. Led- 
widge, M.D., Detroit, Immediate Past President; William Bromme, 
M.D., Detroit, Councilor, 18th District (Standing); and W. B. 
Harm, M.D., Detroit, Councilor, 17th District. 

Absent: C. E. Umphrey, M.D., Detroit, new President-Elect. 


occasion of the meeting last week. Your kindness is 
greatly appreciated. 

“Tt was a full meeting and I certainly thank you for 
all that you did in my behalf.” 


* * * 


Joseph L. Baer, M.D., Chicago (Guest Essayist): “I 
must compliment you on the smoothness with which your 
organization functioned. I enjoyed meeting many old 
friends and my ‘ubiquitous host’ was just that.” 


* * * 


W. B. Castle, M.D., Boston (Guest Essayist): “I had 
a very pleasant experience in attending the Michigan 
State Medical Society Annual Session in Grand Rapids. 
It was a splendid scientific program.” 


* * * 


Arthur R. Colwell, M.D., Evanston, Ill. (Guest Essay- 
ist): “I enjoyed my appearance before the Michigan 
State Medical Society and the friendliness of those that 
I met. Mrs. Colwell and I greatly appreciated your hos- 
pitality which helped to make our stay in Grand Rapids 
very enjoyable.” 

* * # 


Wm. J. Dieckmann, M.D., Chicago (Guest Essayist) : 
“The flowers and basket of fruit were something new in 
my experience of speaking before societies. Thank you 
very much for them. I think it was very thoughtful.” 


+ * - 


Frederick H. Falls, M.D., Chicago (Guest Essayist) : 
“It was indeed a pleasure to take part in your splendidly 
organized meeting. Your members were most gracious 
and solicitous of my comfort. You are to be congratulated 
on the fine meeting which, in my opinion, was the best 
run State Society meeting I have ever attended.” 


* . * 


John E. Gordon, M.D., Boston (Guest Essayist): “It 
was a great pleasure to meet you in Grand Rapids and 
to renew our association of other years. I was im- 
pressed with the general quality of your program and 
with the interest manifested by those in attendance. 

“In all fairness, however, I have seen other equally 
good meetings, but never, in a long history of campaign- 
ing on the medical circuit, have I experienced such hos- 
peauty and personal courtesies as were extended by the 

ichigan State Medical Society. I am not alone in that 
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opinion, for I heard it voiced by others of yo 
speakers. If you should have future difficulty in makin 
up a program, which I doubt, I shall be pleased to add 
my endorsement to the invitation to any speaker to your 
meetings. He shouldn’t miss them.” 
* * #& 

Robert E. Gross, M.D., Boston (Guest Essayist): “] 
want to express to you my feeling of gratitude for the 
very gracious way in which I was cared for durin 


'r Quest 


a “ = &§ my 
recent visit to Grand Rapids, to partake in the State 
Medical Society meeting. It turned out to be an ex. 
ceedingly pleasant occasion for me and I am glad that 





Two New CovunciLors 


J. S. DeTar, M.D., Milan, Councilor, 14th District (left); L. W. 
Hull, M.D., Detroit, Councilor 1st District. 


I had the opportunity to visit with so many members of 
the Society.” 


* * * 


Arnold S. Jackson, M.D., Madison, Wis. (Guest Essay- 
ist): “This is just a short note to tell you how much I 
enjoyed your annual meeting and the opportunity of 
meeting you and so many of my old friends again. It 
was a splendid meeting, the finest state meeting I have 
ever attended. Congratulations are certainly due you.” 


* * * 


Robert L. Jackson, M.D., Iowa City, Iowa (Guest Es- 
sayist): “It was a pleasure and an honor to be a guest 
speaker at the Michigan State Medical Society. I had a 
grand time in Grand Rapids and I want to assure you 
that I was well taken care of by Dr. Dick as well as 
other members of the Society.” 


(Continued: on Page 1400) 
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Radiopaque diagnostic medium... 


Original development of Searle research 


now 


lodochlorol” scccpved 


BRAND OF CHLORIODIZED OIL 












U 

PHARMACY 
CHEMISTRY 
4 S 
© medica Ao 





Clear visualization of body cavities—for the roentgen investigation of 
pathologic disorders involving sinuses . . . bronchial tree ... uterus... 
fallopian tubes... fistulas . . . soft tissue sinuses . . . genitourinary tract 
...empyemic cavities. 

Iodochlorol is notably free from irritation, free-flowing, highly stable 
and has pronounced radiopaque qualities. It contains the two halogens, 
iodine, 27 per cent, and chlorine, 7.5 per cent, organically combined 
with a highly refined peanut oil. 

Iodochlorol is available in bottles containing 20 cc. of the radiopaque 
medium; each one is packed in an individual carton. G. D. Searle & 
Co., Chicago 80, Illinois. 


RESEARCH IN THE SERVICE OF MEDICINE 


Say you saw it in the Journal of the Michigan State Medical Society 
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SABEL’S PRE-WALKER 
CLUB FOOT SHOE 


FOR INFANTS 
















Sole removed 
to show flat 
steel plate ex- 
tending from 
heel to toe 


Strap over 
instep holds 
heel down 
into place 


Sevens 






RIGHT LEFT 


THIS is the new Club Foot shoe designed 
and made for infants to be worn until the 
child can stand or walk alone. The “PRE- 
WALKER?” Club Foot shoe can be worn by 
the infant at all times, and also can be kept 
on while the child is in bed. Its function 
is to keep the foot in the exact position that 
the physician has obtained. 


As the infant progresses to the point of 
walking or standing alone and further cor- 
rections are required, then the regulation 
Sabel Club Foot shoe can be used until the 
fixation desired has taken place. 


The Sabel line includes, in addition 
to the Pre-Walker, the Sabel Club Foot, 
Brace, Pigeon-Toe, and Surgical shoes. 


Stuart 9. Rackham (o. 


CORRECT SHOES FOR MEN AND WOMEN 


2040 PARK AVE. DETROIT 26, MICH. 
Opposite Women’s City Club 
Stuart J. Rackham Clyde K. Taylor 
President Manager 


WOodward 1-3820 
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Say you saw it in the Journal of the Michigan State Medical Society 


(Continued ‘from Page 1398) 


Herbert C. ‘Miller, M.D., Kansas City, Kans. ( 
Essayist): “I had a very enjoyable time and wish to ex. 
press my appreciation of the hospitality shown to me.” 

2 2 


Guest 


J. E. Moore, M.D., Baltimore (Guest Essayist) ; “] 
greatly enjoyed the meeting of the Michigan State Meg. 
ical Society in Grand Rapids and want to thank you for 
the opportunity of attending. My local sponsor, D; 
Ralph, showed me the utmost courtesy and hospitality.” 

* * 

Earl D. Osborne, M.D., Buffalo, N. Y. (Guest Essay. 
ist): “Needless to say, I enjoyed my attendance at the 
meeting and met four of my old classmates and quite 
a number of other men whom I have known for some 
time. I am heartily in favor of the type of meeting which 


you put on for the benefit of the doctors in the State 
of Michigan.” 


* * * 

Dallas B. Phemister, M.D., Chicago (Guest Essayist) ; 
“It was a pleasure and an honor to participate in the 
meeting of the Michigan State Medical Society.” 

* & # 


E. C. Reifenstein, Jr.. M.D., New York (Guest Es. 
sayist): “I cannot begin to thank you enough, and, 
through you, the committee and members of the Michi- 
gan State Medical Society for the many courtesies you 
extended to me during my recent visit to Grand Rapids 
to participate in the annual convention. I have never 
been anywhere where I have been made to feel more at 
home, and where I have been looked after so well. | 
certainly came away much impressed with the activities 
of the Michigan group. It was certainly a great pleasure 
to be with your group. I am sorry that I could not have 
spent more time, and I look forward greatly to the oc- 
casion when I will have a chance again to visit all of 
the fine people of Michigan.” 


* * * 


Ralph O. Rychener, M.D., Memphis (Guest Essayist) : 
“My trip to Grand Rapids was very pleasant, and al- 
though your boys worked me pretty hard (four separate 
appearances in one day) I did meet a lot of my old friends 
and had a very enjoyable trip.” 

* * # 


Max Thorek, M.D., Chicago (Guest Essayist): “It 
was a great pleasure and joy to be with you at the Michi- 
gan State Medical Society meeting. I can assure you 
that the warmth of your hospitality and that of your 
personal friendship were an inspiration.” 

* & & 

John M. Waugh, M.D., Rochester, Minn. (Guest Es- 
sayist): “Thank you very much for the royal reception 
which was given me in Grand Rapids. I assure you | 


enjoyed my short stay very much and was extremely 


sorry I could not be with you for the entire meeting. 
Dr. George Fahlund took good care of me and I enjoyed 
the discussion conference with Doctors Coller and Phem- 
ister. I would like to congratulate you and your col- 
leagues for the fine meeting, as it was one of the best 
medical meetings I have ever attended.” 

* * * 


Warren E. Wheeler, M.D., Columbus, Ohio (Guest 
Essayist): “I would not want to let this occasion pass 


without expressing my appreciation for your system of F 


ubiquitous hosts. I have never before had the occasion 
to experience such a system, but it is certainly the most 
effective arrangement for the speaker’s comfort and 
pleasure that I have known. I can see where the system 
would work best only when the hosts were extremely 
gracious folks, and I am sure my good impression stems 
mainly from the fact that Dr. Hill took such fine care of 
me and my wife during our stay. All in all, my trip 
was a most pleasant one and my reception at the meet- 
ings was extremely gratifying.” 

* 


(Continued on Page 1402) 
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ANNUAL SESSION ECHOES 


(Continued from Page 1400) 


Norman F. Miller, M.D., Ann Arbor (Discussion Con- 
ference Leader): “Let me say that I think you did a 
swell job with the meeting. I thought the arrangements 
were excellent, including the combining of the scientific 
and technical exhibits. 

* * # 

John M. Dorsey, M.D., Detroit: “Hearty greetings! 
We certainly had a wonderful meeting and I am grateful 
to you for your helpfulness in setting it up so well. All 
of us members of the State Medical Society appreciate the 
wonderful work that you have -been doing for us.” 

* * * 


Wm. J]. Butler, M.D., Grand Rapids: “The meeting 
was certainly a huge success and I wish to congratulate 
you again on the excellent management of same.” 

* * oa 

Fritz W. Bramigk, M.D., Detroit: “That was a fine 
meeting. May I suggest simplified exhibition of physi- 
cians’ hobbies in their special field of practice of medicine, 
including the practitioners out in the field.” 

+. * * 

Homer D. Strong, Head of Alumni Affairs, Wayne 
University, Detroit: “You certainly have a friendly and 
efficient organization.” 

* * #* 

A. Grant Clarke, New York, President, Medical Ex- 
hibitors Association (Camel Cigarettes): “I want to 
thank you for the cordial hospitality you showed me 
during my visit to Grand Rapids last week. Please 
extend my thanks to the Michigan State Medical Society 
and tell them that I know no better place to visit than 
their meeting. I did enjoy myself completely and can 
remember nothing more pleasant than the cordial hos- 
pitality I found at Grand Rapids and also in Detroit 
last year.” 


S. A. Montgomery, Gerber Products Company (Ry. 
hibitor): “Thanks a million for your many favors ] 
look forward to seeing you in the not too distant future a9 

* +* ; 


M. M. Ricketts, Merck @ Co. (Exhibitor): “Th, 
meeting in Grand Rapids was again one of the best that 
I have seen. It certainly is too bad that men who are 
interested in similar ventures all over the country can’t 
drop in incognito to one of your sessions and learn al] 
of the things that they wish they knew.” 

* * * 


O. B. Newton, Jr., C. B. Fleet Co. (Exhibitor): “tg 
we got the same treatment from the guys that run al] 
other conventions I don’t think the other conventions 
would ever have an unsold space. We are today Posting 
the dates on our 1950 convention calendar and will cer. 
tainly plan to be with you.” 

* * * 

Miss Esther Allen, Allen Agency (Exhibitor): “First, 
my appreciation to you for your fine organizational ability. 
You have the ‘know how’ we hear so much about and 
see so little. Second, my thanks for your kindnesses to 
me. Third, make a reservation for me for next year, full 


booth.” 
* ” * 

Wm. F. Funkhouser, C. B. Kendall Co. (Exhibitor): 
“You have our congratulations and thanks for conducting 
a very successful 1949 session of the Michigan State 
Medical Convention. The uninterrupted continuity of 
events was beyond reproach. We hope to appear again 
as an exhibitor at your future sessions. The response 
from the physicians was most gratifying.” 

* * * 


R. O. Johnson, Farnsworth Labs. (Exhibitor): “We 
want to thank you for your wonderful co-operation at 
the Michigan State Medical Society session. We ap- 
preciated very much the opportunity to be there.” 
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ANNUAL SESSION ECHOES 


Ww. T. Coulter, President, Bruce Publishing Co., St. 
Paul, Minn.: “I also want to take this opportunity to 
thank you and members of your staff for the many 
courtesies extended to Miss Seibert and to me when we 
were in Grand Rapids. As I have said repeatedly, there 
is not a better group anywhere in the world than can 
be found associated with the Michigan State Medical 


Society. a 

Stewart Cowell, J. T. Baker Chemical Co., Detroit: 
“J want to express my thanks for the many nice things 
that were done for me. I was made more than welcome 
by you and the members of your staff.” 





VOLUNTARY AGENCY IN REHABILITA- 
TION OF THE TUBERCULOUS 


(Continued from Page 1389) 


600 ex-tuberculous were rehabilitated at the end 
of the fiscal year 1948-1949. Progress has been 
made. 

There are many problems yet to be met in the 
program described here. An outstanding need, 
throughout the state, is for closer co-ordination 
between the family physician and the sanatorium 
and vocational rehabilitation staffs. The individual 
rehabilitation plans are dependent upon good 
medical supervision, in and out of the sanatorium. 
It is logical then to urge that the family physician 
be brought into the picture at the beginning. 

Many areas of rehabilitation of the tuberculous 
are yet to be explored: nonmedical research, shel- 
tered workshops, rehabilitation centers, to list only 
afew. As in the current program, non-tax funds 
will be required to initiate these activities. There- 
fore, the state and local tuberculosis associations 
will gradually withdraw their financial support 
from the basic sanatorium rehabilitation programs 
as rapidly as these obligations are assumed by 
state and county government. This is the only 
means by which a progressive campaign against 
tuberculosis can be waged. 

The words of Sir Reginal Wingate can best 
define the motivation that has given Michigan 
a real beginning for broader services to the tuber- 
culous: 


“To substitute real, effective rehabilitation for the 
meager comfort of cash compensation; to convert dis- 
abled people pauperized through no fault of their own, 
into wage-earners again; to restore to them the inde- 
pendence of which chance has robbed them; to enable 
them to bring up their families in healthy conditions; 
to save them from the bitterness which is inseparable 
from prolonged, ill-remunerative idleness—surely that is 
a task worthy of our best endeavours, and one of great 
service to the nation as a whole.” 


NovemBErR, 1949 
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WORLDWIDE RECOGNITION 

Worldwide recognition has again come to the Michi- 
gan Department of Health with the designation of its 
Division of Laboratories as Regional Salmonella Center 
to collaborate with the World Salmonella Center at the 
State Serum Institute, Copenhagen, Denmark. 

It will be the responsibility of the Michigan Depart- 
ment of Health Laboratories ‘to accept for identification 
cultures of Salmonella-like bacteria from all over the 
Middle West. The only other Regional Salmonella Cen- 
ters in the United States are in the Communicable Dis- 
ease Center in Atlanta, Georgia, the New York City 
Health Department and the New York State Laboratories 
in Albany. 

Arnold Juenker will be in charge of the Salmonella 
Center of the Michigan Department of Health. He will 
be directly responsible to Dr. W. W. Ferguson of the 
Department Laboratories, an international authority in 
the field who is a member of the Shigella Commission of 
the International Association of Microbiologists and a 
member of the Sub-Committee of Enterobacteriae of 
the International Association of Microbiologists. 

News of the designation of the Department of Health 
Laboratories as a Salmonella Center was received from 
Dr. Fritz Kauffman who is in charge of the World Sal- 
monella Center established in 1948 by authority of the 
World Health Organization. 


STUDY IN TUBERCULOSIS 
CASE-FINDING METHODS 


A pilot study in tuberculosis case-finding methods has 
been undertaken by the Michigan Department of Health. 

An intensified effort has been made to x-ray every adult 
over fifteen years of age in certain counties of the state. 
To accomplish this, four of the mobile chest x-ray units 
of the Department were sent into the Houghton-Kewee- 
naw-Baraga area. The Michigan Tuberculosis Associa- 
tion carried on promotion activities preceding and during 
the surveys. Miniature x-rays were taken and interpreted 
by the Department. Persons with abnormal findings were 
referred to their family physicians. Follow-up activities 
were undertaken by the local health department and sana- 
torium. 

When results of these surveys have been analyzed, a 
decision will be made with regard to future policies and 
plans for the use of mobile x-ray units in the state tuber- 
culosis case-finding program. 


DIABETIC DIETS 


Food and Nutrition Facts for Health and Social Work- 
ers, a booklet of basic material compiled by the Michigan 
Department of Health, contains diabetic diets which may 
be helpful to practicing physicians in planning control 
measures for cases discovered in the current detection 
drive. Any physician may have a copy of the booklet 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





from his local health department or from the Michigan 
Department of Health. 


REGULATIONS FOR CONTROL OF 
COMMUNICABLE DISEASES REVISED 

The 1950 revision ot Michigan Regulations for the 
Control of Communicable Diseases, which includes 
changes made by the 1949 legislature and by the Com. 
missioner of Health with the approval of the State Coup. 
cil of Health, are now being printed by the Department 
and will be ready for distribution by December 1. Ma. 








jor changes are in tuberculosis, mumps and epidemic 
diarrhea control. 

Copies of the pocket size regulations may be had by 
writing to the Michigan Department of Health. 


MICHIGAN DWELLING FIRES 

Of the 289 Michigan deaths caused by burns, fire or 
explosions in Michigan last year, 278 were caused by 
burns, fire or explosions in homes. More than 43 per cent 
of the fire deaths were of children under 14 years of 
age and about 25 per cent of them were of people 
over 65 years of age. 


COUNCIL APPOINTMENTS 

Two appointments to the State Health Council have 
been announced. Henry F. Vaughan, Dr. P. H., An 
Arbor, was named to succeed himself for a term expiring 
June 30, 1955. Claude B. Root, D.O., of Greenville, was 
named to succeed Wesley Mast, M.D., of Tecumseh. 
His term expires in 1955 also. 


SUBSCRIPTION TO HEALTH 
BULLETIN AVAILABLE 

The October issue of the Michigan Department of 
Health bulletin, Michigan Public Health, contains a dis- 
cussion of the activities of the Department and current 
trends in public health as well as an aerial view and or- 
ganization chart of the Department, and articles on 
other subjects of public health significance. A copy of 
the issue or a continuing free subscription may be had 
for your office or for your personal reading by writing 
to the Section of Education, “Michigan Department of 
Health. 


THE NURSE IN THE SCHOOL COMMUNITY 
More than 2,500 copies of a pamphlet, “The Nurse in 
the School Community,” which deals with the duties of 
the public health nurse with relation to the school and 
families of the community have been requested by nurs- 
ing and education people throughout the state. The 


pamphlet was first published by the Michigan Depart- : 


ment of Health less than a year ago. The publication is 
being reordered to make additional copies available fer 
those who have use for them. A copy may be had by 
writing to the Department. 


(Continued on Page 1406) 
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Homewood is a fully equipped 200 bed Pri- 
vate Sanitarium with its over 90 acres of 
beautiful countryside situated at Guelph, On- 
tario, only sixty miles from Toronto. Nerv- 
ous and mild mental disorders and also a 
limited number of suitable cases of long 
standing mental illness, habit cases and cases 
of senility are admitted. Under the direction 
of a staff of Psychiatric Specialists and Phys- 
icians, all modern methods of treatment are 
available including Psychotherapy, Insulin, 
Electroshock and Electronarcosis combined 
with fully up-to-date Physiotherapy, Occupa- 
tional and Recreational therapy. Rates are 
from $56.00 to $75.00 per week which in- 
cludes comfortable accommodation, meals, 
ordinary medicine and nursing care, ordinary 
laboratory procedures, physiotherapy, psy- 
chotherapy and occupational and recreational 


therapy. Write for illustrated folder. F. H.C. BAUGH, M.D.C.M., Medical Supt. 


THE HOMEWOOD SANITARIUM OF GUELPH, ONTARIO, LIMITED 
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MICHIGAN’S DEPARTMENT OF HEALTH 








NEW DEVELOPMENT 





MF-49 


SHORT WAVE DIATHERMY 


Cant \_ 












with added diathermy efficiency 


Power — The entirely new circuit design of the 
Burdick MF-49 Short Wave Diathermy produces a 
highly efficient ratio of power output to power 
consumption. 


Convenience — This new, modern diathermy unit 
is extremely flexible in application. It may be em- 
ployed with equal efficiency by induction cable, 
air-spaced electrodes, pad and cuff technic, or the 
convenient Burdick Contour Applicator. 


Economy — The ‘“MF-49” is not only moderately 
priced because of its stream-lined engineering de- 
sign, but also inexpensive to operate due to the 
efficient circuit. All “extras,” including applicators, 
are strictly optional. 


Accepted and Approved — by governmental 
(F.C.C.) and safety (Underwriters Lab.) authorities. 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 
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(Continued from Page 1404) 
POLIO RESEARCH 


Dr. Serge Lensen, research virologist with the De. 
partment, is co-author of a paper on “An Electron 
Microscope Study of Material from the Tissue of the 
Central Nervous System of Poliomyelitic and Normal Mice 
and Cotton Rats” which appeared in the August issue 
of the Journal of Immunology. 


VISITORS FROM OTHER COUNTRIES 


Visiting public health people from India, Bolivia, 
Jamaica and Canada arrived in the Department during 
September. 


Narayana Rao, M.D., Director of King Institute, Ma. 
dras, India, spent two weeks studying production of 
biologics; Mallinath Jain of India spent a few days study. 
ing water purification and sewage disposal in the En. 
gineering Division; Jose Antonio Espinosa, V., M.D., of 
Bolivia arrived and began six months’ study in clinical 
pathology; Louis Grant, M.D., of the Jamaican Public 
Health Laboratories spent two weeks in the Division of 
Laboratories and A. E. Chegwin of the Saskatchewan 
Department of Public Health visited in Dentistry. 


BROADCAST HOUR CHANGED 


The time of the Michigan Department of Health quar- 
ter-hour broadcast over radio station WKAR, East Lans- 
ing, has been changed to 10:30 a.m. Tuesday mornings. 

Speakers and subjects on recent broadcasts included: 
Dr. J. K. Altland, “Functions of a Local Health De- 
partment”; Dr. G. D. Cummings, “Fractionation of 
Blood”; Dr. John A. Cowan, “The Tuberculosis Prob- 
lem in Michigan”; Dr. F. S. Leeder, ‘38,000 Unknown 
Diabetics”; Dr. Fred Wertheimer, “Fluorides and Dental 
Health” and Dr. Albert E. Heustis, “Current Trends in 
Public Health.” 


SNAKE ANTIVENIN AVAILABLE 


Snake antivenin serum is available from any of the 
laboratories of the Michigan Department of Health, in 
Lansing, in Powers, in Houghton and in Grand Rapids. 


DIABETES TRANSCRIPTION 


As a contribution to the current diabetes education 
campaign, the Michigan Department of Health has 
prepared a transcription of a 13-minute broadcast on 
diabetes which can be used by local stations. The tran- 
scription, which was first presented during National 
Diabetes Week, may be borrowed by writing to the De- 
partment, giving the name of the station and the time 
of expected use. 


BLOOD DONORS GIVE FIVE TIMES 


Seventeen Upper Peninsula residents have donated 
blood five or more times to the Michigan Free Blood 
Plasma program. Each recently received a commendatory 
letter for his service from the State Health Commissioner. 
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A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
225 Sheridan Road Medical Director Phone Winnetka 211 
























North Shore 
Health Resort 


Winnetka, Illinois 





on the Shores of 
Lake Michigan 
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Next time you house-clean, pause a moment by a 
sunlit window. You will see thousands of dust 
motes floating in the beam. 


Light does not produce this dust. It is everywhere 
in the air you breathe. Conventional methods of 
cleaning often fail to eliminate it, by letting dust 
filter back into the air you breathe. 


Wouldn’t you like to clean clean? Wouldn't you 
like to know that the dust you remove from floors, 
carpets and furniture is eliminated from your house 
forever? You can—with Rexair. 


Rexair has no bag. It uses a pan of water to trap 
dust and dirt. Wet dust cannot fly, and dust cannot 
escape from Rexair’s water bath. You pour the water 
down the drain, and pour the dirt away with it. 


REXAIR DIVISION, MARTIN-PARRY CORP. 
BOX 964, TOLEDO, OHIO, DEPT F-119 


FREE BOOK—Send for this 
colorful, illustrated 12-page 
book. Shows how Rexair 
does all your cleaning jobs, 
and even “washes” the air 
you breathe. Ask for all the 
copies you can use. No 
obligation. 
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Michigan Authors 


Wolf W. Zuelzer, M.D., and Leonard Apt, M.D., of 
Detroit, Michigan, published an article “Naphthalene 
Poisoning” in the Journal of the American Medical As- 
sociation for September 17, 1949. 


Harold F. Falls, M.D., and C. W. Cotterman, Ph.D., 
Ann Arbor, Michigan, published an article “Choroido- 
retinal Degeneration: A Sex-Linked Form in Which 
Heterozygous Women Exhibit a Tapetal-like Retinal Re- 
flex” in Archives of Ophthalmology for December, 1948. 


John William Derr, M.D., and Rudolph J. Noer, M.D., 
F.A.C.S., of Detroit, Michigan, published an article “Ex- 
perimental Mesenteric Vascular Occlusion” in Sur- 
gery, Gynecology and Obstetrics for October, 1949. 


John K. Ormond, M.D., F.A.C.S., John W. Best, M.D., 
and \Milton E. Klinger, M.D., of Detroit, Mchigan, pub- 
lished an article “Vesicointestinal Fistulas” in Surgery, 
Gynecology and Obstetrics, October, 1949. 


James E. Coyle, M.D., Katherine Collins, B. A., and 
Walter J]. Nungester, M.D., Ann Arbor, Michigan, pub- 
lished an article “Bacitracin: Its Topical Use in Aural 
and Pharyngeal Infections” in the Archives of Otolaryn- 
gology for September; 1949. 


The Archives of Surgery, September, 1949, contains 
the presidential address of Henry K. Ransom, M.D., of 
Ann Arbor, read at the Sixth Annual Meeting of the 
Central Surgical Association, Cleveland, Ohio, February 
18, 1949, “Origins of the National and Regional Surgical 
Societies.” 


This number of Archives of Surgery has six other 
papers from Michigan authors: 


“Treatment of the ‘Shock. Kidney,” by John K. 
Ormond, M.D., and Milton E. Klinger, M.D., of De- 
troit, Michigan. 

“A Method for Control of Bleeding from Esophageal 
Varices,’ by Thomas B. Patton, M.D., and Charles G. 
Johnston, M.D., of Detroit, Michigan. 

“Experiences with Islet Cell Tumors,” by Roy D. Mce- 
Clure, M.D., and Brock E. Brush, M.D., of Detroit, Michi- 
gan. 


“Appendicitis: A Ten Year Survey; 1935 through 
1944,” by E. T. Thieme, M.D., of Ann Arbor, Michigan. 


“Tetraethylammonium Chloride in Experimental Vas- 
cular Injuries of Limb, Bowel and Heart,” by Edward 
J. Hill, M.D., John M. Hammer, \M.D., Harry C. Saltz- 
stein, M.D., and Clifford D. Benson, M.D., of Detroit, 
Michigan. 

“Effect of Distention and Intestinal Revascularization,” 
by Rudolf J. Noer, M.D., and John William Derr, M.D., 
of Detroit, Michigan. 
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Thomas Francis, Jr., M.D., Ann Arbor, 
ily Doctor,’—JAMA, October 1, 1949. 


“The Fan. 


Ward M. O’Donnell, M.D., Ann Arbor—“Tostaborta| 
Oliguria”—JAMA, August 13. 


Harry C. Saltzstein, M.D., Detroit, and Robert S. Pol. 
lack, M.D., San Francisco—“Benign Tumors of the 
Breast”—JAMA, July 27. 


* * * 


Homer H. Stryker, M.D., Kalamazoo, Michigan, ad. 
dressed the Hamilton Academy of Medicine, Hamilton, 
Ontario, Canada, on September 14, 1949, on the “Early 


* * * 


A new pamphlet has just been distributed to the Aux. 
iliary, “It’s Your Crusade, Too!’’ This is prepared espe- 
cially for the women for joining the campaign to pre- 
serve independent medicine. For copies of the pamphlet} 
write: The National Education Campaign, American} 
Medical Association, One North LaSalle Building, Chi-f 
cago 2, Illinois. ' 





* * # u 





R. L. Dixon, M.D., formerly superintendent of the) 
Caro State Hospital for Epileptics, has retired and has Y 
established private practice limited to the diagnosis and | 
treatment of epilepsy in Caro, Michigan. 


* * # \ 


The American Board of Obstetrics and Gynecology, 
nc., held its annual meeting May 12 to 14, 1949, and! 
certified 236 candidates. Changes were made in the 
regulations and new bulletins are now available from the 
Secretary, 1015 Highland Building, Pittsburgh 6, Pennsy]l- 
vania. The next scheduled examination (Part I), written 
examination and review of case histories, will be held in 
various cities of the United States and Canada on Fri-| 








day, February 3, 1950. Applications may be made until 
November 5, 1949. 


* * * 
Maynard M. Conrad, M.D., and Curt:s M. Hanson, 


M.D., announce their association in practice limited to 
Orthopedic Surgery in Kalamazoo, Michigan. 


*  & 


A Sectional Meeting of the American College of Sur-| 
geons is to be held at the Brown Hotel, Louisville, Ken 
tucky, on February 20 and 21. This meeting will con- 
sist of all-day and evening conferences on timely surgical 


subjects and separate meetings for hospital personnel | 


(Continued on Page 1410) 
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where hospital problems will be considered at panels ang 
round table discussions. 

The surgical program will include some new surgical 
motion picture films, papers and panels on such subjects 
as: Arterial Lesions of the Extremities, Hormone Therapy 
in Breast Lesions, Intestinal Obstruction, Gastric and 
Intestinal Intubation, Treatment of Head Injuries, Sur. 
gery of the Hand, Surgical Lesions of the Stomach, 
Caesarean Section, Management of Uterine Prolapse, the 
Management of Traumatic Conditions and a Symposium 
on Cancer. 

Members of the, Michigan State Medical Association 
and personnel of Michigan Hospitals are invited to at. 
tend this meeting. The fellows of the College in Louis. 
ville wish to assure all visitors that adequate hotel ac. 
commodations will be available and that they will be 
made most welcome at all of the sessions. 


* * * 


The American Cancer Society has issued a pamphlet in 
which are listed a number of motion pictures related to 
cancer that are available for hospital staffs, medical 
schools, nursing schools, postgraduate courses in cancer, 
state and county medical meetings. Requests should be 
made to: American Cancer Society, Professional Educa- 
tion Section, 47 Beaver Street, New York 4, New York. 

A few titles include, “Cancer of the Head and Neck,” 
“Cancer of the Skin,” “Cancer of the Breast.” Some of 
them are in color; some are silent; showing time sixteen 
minutes, twenty minutes, thirty-six minutes; there are 
about 75 such slides. D. R. Weaver, M.D., of Detroit 
prepared two films. Others who prepared films are 
Philip Thorek, M.D., Elmer Hess, M.D., The Lahey 
Clinic, and Fred Rankin, M.D. 


* * * 


The American Academy of General Practice of Wayne 
County held a conference consisting of postgraduate lec- 
tures in the Henry Ford Hospital, Detroit, October 26 and 
27. Programs started each day at 8:30 and ran until 3:30 
in the afternoon. 


* * * 


The Federal Security Agency is again requesting that 
qualified persons apply for examinations of the United 
States Public Health Service. All candidates must be 
United States Citizens, 21 years of age, seven years of 
educational training for Assistant Scientist, ten years of 
educational training for Senior Assistant Scientist; seven 
years of educational training for Assistant Sanitarian, and 
ten years of educational training for Senior Assistant 
Sanitarian. 

Written professional examinations will include En- 
tomologist: General entomology: classification and iden- 
tification; morphology ; physiology; life histories. Medical 
entomology: general parasitology; morphology ; arthropod 
transmission of disease; life histories of vectors; arthropod- 
borne diseases; host-parasite relationships; insect control: 
distribution and ecology of disease vectors. Parasitolo gist: 
General parasitology: classification; morphology; life 
cycles; host-parasite relationships; distribution ; physiology. 
Medical parasitology, especially helminthology: classifica- 

(Continued on Page 1412) 
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tion and identification; life cycles; distribut 
demiology ; host-parasite relationships; prophylaxis, treat. 
ment and control; pathology. Protozoologists: General 
protozoology: morphology; classification; physiol: zy and 
growth requirements; life cycles; distribution and cology, 
General parasitology; life cycles; host-parasite rela. 
tionships; morphology and classification; distribution 
Medical protozoology: classification and identification: 
life cycles; host-parasite relationships; distribution ; treat. 
ment and control; pathology. Candidates for the grade 
of Assistant Scientist and Assistant Sanitarian will be 
examined, in addition to the subjects listed above, jp 
the basic sciences. 


| epi- 


* * * 


E. F,. Sladek, M.D., Traverse City, immediate Past 
President of the Michigan State Medical Society, was 
signally honored in a testimonial editorial entitled “4 
Medical Leader’? which appeared in the Traverse Cit) 
Record Eagle on September 23. One of the paragraphs 
read: “Dr. Sladek’s home community should realize the 
important part he has played in state medical circles 
and how, during his association with the State Society, 
he has gained in stature.” 


* * * 


Udo J. Wile, M.D., Ann Arbor, was guest speaker at 
the Centennial Session of the Indiana State Medical 
Association in Indianapolis on September 27. His sub- 
ject was “The Evaluation of Syphilis Therapy.” 


* * * 


Charles F. Wilkinson, M.D., formerly of Ann Arbor, is 
now Head of the Department of Internal Medicine at 
the New York Postgraduate School of Medicine. Con- 
gratulations, Dr. Wilkinson! 


* * * 


C. Allen Payne, M.D., Grand Rapids, spoke at the 
National Medical Public Relations Conference in Chi- 
cago, November 5, on the subject of “Full Utilization of 
the Woman’s Auxiliary as a Public Relations Force.” 


* * + 


The Second Pan American Congress of Otorhinolaryn- 
gology and Bronchoesophagology will be held in Monte- 
video, Buenos Aires, January 8-15, 1950. 
program has been arranged. 

The official languages will be Spanish, Portuguese and 
English with a service of simultaneous translation. Rep- 
resentatives will be present from all of the Americas. 

This is the heighth of the season in Montevideo and 
Buenos Aires and excellent side trips have been at- 
ranged. 

For further information write to: Dr. Chevalier L 
Jackson, 3401 North Broad Street, Philadelphia 40, Pa. 


A very nice 


* * * 


Michigan Medical Service reports that between Feb- 
ruary 1 and August 31, 1949, it enrolled 8,176 sub- 
scribers through the community enrollment plan. In 
addition, 7,434 group subscribers were added to the 
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MMS rolls as a direct result of the community enrol]. 
ment. 


* * * 


The American Goitre Association again offers the Van 
Meter prize award of $300 and two honorable mention; 
for the best essay submitted concerning original work 
on problems related to the thyroid gland. The award 
will be, made at the annual meeting of the Association 
in Houston, Texas, March 9-10-11, 1950. For infoy. 
mation write George C. Shivers, M.D., Corresponding 
Secretary of the Association, 100 East St. Vrain St. 
Colorado Springs, Colo.—manuscripts must be received 
no later than January 15, 1950. 


* * * 


The Michigan Society of Anesthesiologists will hold its 
next regular meeting on December 14, at 6:30 P.M. at 
the Hotel Porter, Lansing, Michigan. The topic for dis. 
cussion is “Pediatrics Anesthesia.” Any physicians in- 
terested in this subject are welcome to attend. 


* * * 


The Army urgently needs Medical Officers to serve in 
a Civilian capacity with the Occupation Forces in Japan. 
These positions, which involve the performance of the 
various duties of a general practitioner on an Army hos- 
pital staff, pays salaries of $6,235.20 per year plus 10 
per cent post-differentia] with quarters at no cost to 
the employe. Individuals selected for appointment must 
agree to remain a minimum of two years in Japan. 
Transportation is furnished to and from Japan. Depend- 
ents may join the doctor in approximately eight to ten 
months after his arrival in the command. Application 
may be made with the Civil Service Commission (stand- 
ard form 57) c/o John J. Plattenburg, 1660 E. Hyde 
Park Blvd., Chicago 15, Illinois. 


* * * 


The Michigan Proctological Society was organized in 
Grand Rapids on September 22 during the MSMS An- 
nual Session. The following officers were elected: E. 
F. Sladek, M.D., Traverse City, President; J. W. Becker, 
M.D., Detroit, Secretary. The Society will meet an- 
nually coincident with the Annual Sessions of the Michi- 
gan State Medical Society. 


* * * 


The Michigan Neuropsychiatric Association was orgat- 
ized in Grand Rapids on September 22 during the 
MSMS Annual Session. New officers are: Chairman, 
P. C. Robertson, M.D., Ionia, and Secretary Roy A. 
Morter, M.D., Kalamazoo. 


* * * 


The Michigan Chapter of the American Academy of 
General Practice held its second annual meeting Thurs- 
day, September 22, in the Pantlind Hotel, Grand Rapids. 
The following officers were elected to serve during 
1949-1950: President, Leslie T. Henderson, M.D., De- 
troit, President-Elect, John F. Failing, M.D., Grand 


(Continued on Page 1416) 
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Rapids, and Secretary-Treasurer, Harold F. Raynor, 
M.D., Detroit. 

Following the business meeting, members held a 
reception honoring the national president, Elmer ¢ 
Texter, M.D., Detroit. 


* * * 


Medical Economics in Grand Rapids: The series of 
discussions covering various phases of Medical Economics. 
such as: Choice of Location to Practice, Initial Finance. 
ing of a Practice, How to Establish Proper Fees, Setting 
up of Office Bookkeeping System, Collection of Accounts, 
Estate Planning, etc., will be given again this year for 
Residents, Interns and Staff members of the Blodgett, 
Butterworth and St. Mary’s Hospitals. 

The discussions will be held twice monthly, from 
October to the second week of June. It is planned that 
a picnic wil] again be held the latter part of June for 
all of those participating. 

The subjects will be handled by competent Attorneys, 
Accountants, Physicians, Estate Planners, Insurance Men, 
and Associates of Professional Management. 


* * * 


The law in the Michigan school code that has to do 
with sex education in schools was amended at this ses- 
sion of the Legislature. The requirement that anyone 
teaching sex hygiene have a degree from a school of 
medicine, public health, or nursing was deleted. A 
new proviso was inserted: “Provided, that any program 
of instruction in sex hygiene be supervised by a regis- 
tered physician, a registered nurse, or a person holding 
a teacher’s certificate qualifying such person as a super- 
visor in this field.” 

This removes the legal threat to the work that many 
schools have been doing in developing integrated in- 
struction in this phase of health education through 
regular curriculum channels. Where supervision and 
consultant service by a physician or nurse is available 
it can strengthen the program. Where no such assist- 
ance is at hand, the instruction can be supervised and 
given by qualified members of the teaching staff. 

No other changes were made in the law. The two 
provisos still stand—that instruction in birth control is 
prohibited and that children shall be excused from at- 
tending classes in which sex hygiene is discussed, upon 
written request of parent or guardian. The amended 
law is P.A. 226 of 1949. 


7 * * 


Successful Cancer Conference——More than one hun- 
dred persons from every section of Michigan attended 
the First Annual Cancer Conference conducted Tuesday, 
October 11, in the Olds Hotel, Lansing. Norman F. 
Miller, M.D., Ann Arbor, Chairman of the Cancer 
Control Committee of the MSMS, presided over the 
meeting open to all persons interested in cancer research 
and control. 

Dr. Miller stressed to the group that “if our com- 
bined forces can be co-ordinated to fight cancer by 
means available today, deaths from many of the more 
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ACCIDENT + HOSPITAL -: SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 









PHYSICIANS 
SURGEONS 
DENTISTS 


ALL 





COME FROM 60 TO 











$5000.00 accidental death ... .$8.00 

$25.00 weekly indemnity, accident Quarterly 
and sickness 

$10,000.00 accidental death ..$16.00 

$50.00 weekly indemnity, acc'dent Quarterly 
and sickness 

$15,000.00 accidental death $24.00 

$75.00 weekly indemnity, accident Quarterly 
and sickness 

$20,000.00 accidental death... . .$32.00 


$100.00 weekly indemnity, accident 
and sickness 


Quarterly 


Cost has never exceeded amounts shown. 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 





85c out of each $1.00 gross income used for 
members’ benefits 


$3,700,000.00 $15,700,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection of our members. 
Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
47 years under the same management 
400 First National Bank Bldg., Omaha 2, Nebr. 


(Continued from Page 1416) 











common cancers will be reduced tenfold and death from 
certain cancers will be practically eliminated.” 

In addition to Dr. Miller, Albert E. Heustis, Mp 
state health commissioner, Arthur W. Strom, M_D., Hills. 
dale, and Mr. Donald E. Johnson, Flint, past-presidey; 
of the American Cancer Society's Michigan Division, ap. 
peared on the program. 

The Hillsdale Plan of Cancer Detection was explained 
in detail by Dr. Strom; this co-operative community 
project was the subject of many questions at the round. 
table discussion which closed the conference. 










Arrangements for the meeting, sponsored by the M§s. 
MS, Michigan Department of Health and the Michigay 
Divisions of the American Cancer Society, were unde 
the direction of Dr. Miller and F. L. Rector, M.D., Any 
Arbor, Secretary of the Cancer Control Committee. 

















* 


The First Annual HEART DAY sponsored by th 
Michigan Heart Association will be held on Saturday, 
March 11, 1950, following the Michigan Postgraduat 
Clinical Institute. Three lectures will be presented in 
the Crystal Ballroom of the Book Cadillac Hotel, Detroit, 
followed by a luncheon and the annual meeting of men.- 
bers of the Michigan Heart Association. 
have been received from Irving Page, M.D., Cleveland, 
and from Louis J. Katz, M.D., of Chicago. The con- 
plete program will be published in the December nun. 
ber, JMSMS. 


* * 


PPLE HOA IO ne RT i ane 


Acceptances 
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Establishment of a cancer diagnostic teaching clini 
devoted to the instruction of medical graduates in the 


a 


skills and arts necessary for diagnosing cancer was ap- 
proved October 11, 1949, by the Detroit Board of Edu- 
cation as a co-operative program of the American Can- 
cer Society, the Detroit Institute of Cancer Research 
and the Wayne University College of Medicine. 

Dr. Gordon H. Scott, acting dean of the college o 
medicine, stated that the college would undertake t 
staff and operate a teaching program in the Cancer Cer- 
ter Building at John R. and Hancock. 


hcl iediteiieiasalpenetae arsenate 


eats : ‘ . 8 
William S. Murray, executive director of the Amer- FF 
can Cancer Society, Southeastern Michigan Division, & 
said in proposing the program, “It is our common belie! F 
Fi 


that every physician’s office should be a cancer diag 
nostic center. It is our hope that the University wil 
contribute faculty personnel and make it possible fo: 
medical graduates to enroll in definite courses of in 
struction in cancer to be conducted at the Cancer 
















Center Building, Detroit Receiving Hospital and the 


Veterans Administration Hospital, Dearborn. We hope 
that Wayne will co-ordinate these activities to the en¢ 
that ‘each student so enrolled receive the well § 
rounded instruction and experience so necessary for soun¢ 
practice in this field.” 


may 


* * * 


Look on AMA.—-One of the most comprehensive, fac- ; 
tual and pictorial stories on “What Is The A.M.A.? 
appeared in the October 11th issue of Look Magazine 
Written by one of the publication’s top staff writers, the 
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Results and Economy Prescribe .. . 


TUSANA TABLETS... for 
HYPERTENSION 


Each Tablet Contains: 


I ;.:schccnnnninadnaeouuiaiaaione 10 mg. 
Mannitol Hexanitrate ............ If, gr. 
PRemORGTMINTE q.0.......0.000000020020. Wg gr. 
Sugar coated, buff color 

Prescription price............ 100 tablets, $1.75 





For more information and samples, 
write or call 


S.J. TUTAG & CO. 


Pharmaceuticals 
VALLEY 2-8439 
800 Barrington Rd. 





Detroit 30 











DeNIKE SANITARIUM, Inc. 


Established 1893 
ACUTE AND CHRONIC 
ALCOHOLISM 
AND DRUG ADDICTION 


— Telephones — 


Wa. 3-6333 
CAdillac 2670-2551 


626 E. Grand Blvd., Detroit 7 


A. James DeNike, M.D., Medical Superintendent 














ARTIFICIAL LIMBS 
PLASTIC ARMS 


Braces @ Surgical Garments e Trusses 


Precision made artificial 
limbs manufactured by 
us have made Rowley us- 
ers capable of doing most 
everything the normal 























Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technique, two 
weeks, starting November 28, January 23, February 


20. 

Surgical Technique, Surgical Anatomy and_ Clinical 
Surgery, four weeks, starting November 7, February 
6, March 6. 

Surgery of Colon and Rectum, one week, starting No- 
vember 28, March 

Esophogeal Surgery, one week, starting April 17. 

Breast and Thyroid Surgery, one week, starting June 
19. 


Thoracic Surgery, one week, starting June 12. 
“i and Traumatic Surgery, two weeks, starting 


GYNECOLOGY—Intensive Course, two weeks, starting 
February 20. 
Vaginal Approach to tg Surgery, one week, start- 
6. 
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N b 7, M 
person can do. OBSTETRICS intensive Course, two weeks, starting 
6 
We manufacture and fit PEDIATRICS—Intensive Course, two weeks, starting 
Ti 
the new above-knee suc- MEDICINE Intensive General Course, two weeks, start- 
1 } } Gast t ks, starti March 6. 
tion socket limb, which DERMATOLOGY~—Formal Course, ae alate ——s 
n n r t 
requires no pelvic belt or ROENTGENOLOGY—Diagnostic and Lecture Course 
t nda t 
any type of suspension. Clinical Geenee ‘ae Meats of every month. 
‘. unoLGee me cP el yt weeks. " ait 
—lIntensive Course, two weeks, starting Apri 
\ 17. Cyst , 
E. H. ROWLE Co., Inc. Cystoscopy, Ten. Day Practical Course, every two 
weeks. 
TO. 8-6424 TO 8-1038 General, Intensive and Special Courses in all Branches of 
38 Years in Business Medicine, Surgery and the Specialties. 
11330 Woodward Ave.—Detroit 2 TEACHING FACULTY—ATTENDING 
caine wane STAFF OF COOK COUNTY HOSPITAL 
Add REGISTRAR, 427 South H S 
1129 N. WASHINGTON—PHONE 9-5217 | ae —a<—<_ 
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A Mutual Responsibility 


The patient who receives prompt 
and courteous service on your 
prescription for glasses, will re- 
turn again and again to you. 


We work behind the scenes to 
give you the best possible optical 
service to create this friendly 
good-will between you and your 
patient. 


CUMMINS OPTICAL 
COMPANY 


WoOodward 1-7346 76 W. Adams 


7th Floor Kales Building 
(Facing Grand Circus Park) 


DETROIT 26, MICHIGAN 
OFFICE HOURS: DAILY 9-S—MONDAYS TO 7 P.M. 
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article presented the following highlights to 
than 19,000,000 readers: 


1. A.M.A.’s over-all officers and the work 
bureau, council and committee. 


(S more 
f every 


2. A.M.A.’s ten outstanding achievements. 
3. A.M.A.’s 12-point program carried in ful! 


It is hoped that the widest use will be made of this 
article. Reprints are available at the printing cost of 
$2.50 per hundred copies. 





ANNUAL DUES AND ASSESSMENTS OF SEVENTEEN 
STATE MEDICAL ASSOCIATIONS 
1949 1950  Asses- 








States Totals Dues Dues_ ments 
Ry II” ccccsccsnccscavscenl $50.00 $50.00 - — — 
re 50.00 50.00 — — 
ee 50.00 50.00 —- — 
4. North Carolina ........ 45.00 25.00 $40.00 $ 5.00 (spec. P/P) 
5. Oklahoma 5 42.00 — — 
6. West Virginia .. 5 15.00 — 25.00 (voluntary) 
7. Michigan - S44 12.00 — 25.00 (Pub. Ed.) 
8. Minnesota 30.00 ~-- — 
9. New. Jersey 24.00 30.00 — 
a Ee s 25.00 — — 
11. Massachusetts .............. 25.00 25.00 — — 
J Oo ee t 25.00 — 35.00 (1948) 
13. Florida ........ sasers Se 25.00 -- — 
14. Illinois ... sd 15.00 20.00 — 
15. Indiana 15.00 aa — 
16. Ohio ....... - Bas 15.00 — — 
Bi. RORMMMIURMER: osscccsescesssa : 15.00 —- — 
BE TENCE nncecccseccsecessess 15.00 15.00 = — 





MICHIGAN MEDICAL SERVICE 
(Continued from Page 1395) 


will give complete: hospital coverage—medical and 
surgical. The rate will necessarily be higher and 
the benefit to the patient and to the doctor will be 
greater. There was considerable argument about 
the percentage of increase, but the officials are left 
with the responsibility of writing a new policy. 

This new departure comes, as it should, as or- 
ders from our membership, and it carries a distinct 
measure of responsibility by our membership. No 
new policy can be put into effect unless our doc- 
tors will accept it as a new program and try to 
make it work as it should and could work. In other 
words, if our membership sabotages this program, 
we might better not start it. The program accepts 
the theory that the living wage of the average 
family is now $5,000 instead of $2,500 and that 
what people pay for their voluntary service is sup- 
posed to cover that voluntary service. Several sur- 
veys have been reported showing that actually in 
limited areas the doctors have been charging about 
40 per cent more than the present rates. People 
are now earning on an average of twice as much 
as they did ten years ago. The medical profession 
has asked for this increase, and we believe will be 
glad to make the program work. 


JMSMS 
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THE DOCTOR’S LIBRARY 
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~ THE DOCTOR'S LIBRARY | 
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4 TEXTBOOK_OF NEUROPATHOLOGY—With Clinical, Ana- 
tomical and Technical Supplements: By Ben W. Lichtenstein, 
B.S., M.S., M.D., Associate Professor of Neurology, the Uni- 
versity of Illinois College of Medicine; State Neuropathologist, 
Illinois Neuropsychiatric Institute. New, Ist Edition. 474 pages 
with 282 figures. Philadelphia & London: W. B. Saunders Com- 
pany, 1949. Price $9.50. 


Doctor Lichtenstein’s ‘““Text Book on Neuropathology” 
is an exceptionally well written and edited text book. He 
presents his material in an interesting manner. He has 
incorporated clinical, anatomical and technical supple- 
ments which should be of great benefit to the student. 
The outstanding features are the many excellent illus- 


ment of all books received will be made in this column, 
ill be deemed by us as a full compensation of those 
A selection will be made for review, as expedient. 


trations, the presentation of a considerable amount of 
clinical material along with the pathology discussed and 
an abundant reference listing. The technical aspect con- 
sists of neurological staining methods and impregnation 
technics. The clinical supplement comprises a description 
of syndromes, paralyses and uncommon diseases, a type 
of material not commonly found in text devoted to 
pathology. To the student or physician interested in neu- 
ropathology the book is unqualifiably recommended. 


G.K.S. 


Issued under the 
harmacy and 
Philadelphia: 


NEW AND NONOFFICIAL REMEDIES—1949. 
Direction and Supervision of the Council on 
Chemistry of the American Medical Association. 
J. B. Lippincott Co., 1949. 


This is an annual volume keeping us all up to date on 
the newer remedies. It is a valuable and necessary ref- 
erence, 





Drugs are proving an effective aid in therapeutic treat- 
ment of some of the nation’s 200,000 child victims of 
cerebral palsy, according to Dr. Meyer A. Perlstein of 
Chicago, Secretary of the American Academy of Cerebral 
Palsy. 

In an article in the current Crippled Child Magazine, 
published by the National Society for Crippled Children 
and Adults, Dr. Perlstein points out that many drugs 
producing a relaxing effect have been of therapeutic value 
in treating this disease which is often characterized by 
rigidity, tension or stiffness in the muscles. 

Discussing the decreased tension produced by such 
drugs as tridione, curate, amytal and phenobarbital, Dr. 
Perlstein says that alcohol often exerts such a relaxing, 
stabilizing effect. “In proper doses it may clarify. instead 
of dull the thinking,” he states. 

Dr. Perlstein cautioned that drug therapy is only an 
aid to special treatment of the cerebral palsied. “No mat- 
ter what the effect of any drug, it is certainly no substi- 
tute for the use of all other forms of treatments applica- 
ble to these disorders,” he added. 


MANAGEMENT OF THE PATIENT IN THE 
POST-SANATORIUM PERIOD 


' (Continued from Page 1383) 


lem means. Many of them have had close con- 
tact with the ancient enemy either as patient or 
brother, husband or father. Never before have 
we had more effective methods of detecting re- 
lapse early, nor better facilities available for the 
proper care of the patient should he need a con- 
tinuation of his previous hospital care (care of 
the tuberculous in Michigan is provided at public 
expense, and expenditures for this purpose are 
considered expenditures for public health and not 
for the purpose of welfare or relief—Act 249 of 
the Public Acts of 1945). 


The physician does not work alone in this field 
either in private practice or in the sanatorium. 
He allies himself with public health experts, field 
workers, educators, inspired and _ dili- 
gent crusaders who not only work beside the 


trained 


physician but prepare the way for him. The 
physician of today works with an educated, co- 
operative patient. 


Victory in tuberculosis control will come when 
those of us in private practice learn to work in 
close harmony with the other members of the 
team dedicated to the eradication of this last im- 
portant preventable disease. 





A lesson in economics, figures supplied by the Tax 
Foundation and the Treasury Department, shows that 
since 1933, sixty regular state aid programs have returned 
to Michigan. On 10 per cent of the internal revenues 
collected in Michigan, Uncle Sam has collected $15,- 
430,618,000 since 1933. During the same year the fed- 
eral government has returned to the state $1,472,701,- 
000. These state aid programs include things like 
school lunches, sub-marginal land payments, hospital and 
health assistance, old-age assistance, public roads, con- 
servation and veterans benefits. Michigan along with 
Illinois, Maryland, New Jersey and Virginia ranks 
fortieth among the states in ratio of dollars returned to 
the state. 
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Separate Departments for 








Ladies and Gentlemen 


Massage and Swedish Movements—Medical Gymnastics 


of Body Culture 


TRinity 2-2243-4 
330 New Center Building, Detroit 2, Michigan 
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COMMUNICATION 









t the request of some of our friends we 
are installing the latest Sanborn Elec- 
trocardiograph Machine. 


The results will be interpreted by a well 
known heart specialist. 


Call or Write 
Physicians’ Service 
Laboratory 


Reg. No. 26 
610 Kales Bldg. Detroit 26, Mich. 
WOodward 1-7940 








Communication 





























In Lansing 


HOTEL OLDS 


Fireproof 


400 ROOMS 




















Wilfrid Haughey, M.D., 
610 Post Building, 
Battle Creek, Michigan. 














Dear Doctor: 





In response to your request for a note in regard to 
the lending library service for physicians through the 
State who do not have an adequate local library. As q 
result of the adoption of a resolution in this regard by 
the Delegates of the State Medical Society in 1948, Dr. 
H. H. Cummings reported that the University of Michigan 
Medical Library has had such a service for sometime. 
The resolution was introduced in the first place because 
the recent graduates who located in the smaller com. 
munities complained that medical literature was not lo- 
cally available. 









ne 48 




















Fraternally yours, 


Cart G. KrirG 
October 3, 1949. 








NEW MEMBERS 


Are all of your confreres members? 
get their application? 


Why not 











Classified Advertising 

















CLASSIFIED ADVERTISING RATES 


$2.50 per insertion of fifty words or less, with 
an additional five cents per word in excess of fifty. 











WANTED: General practitioner of medicine. Popula- 
tion 400 to 500, one factory and center of resort area, 
excellent fishing and hunting. Gaylord 8 miles south 
—population 2,600, has a new hospital and only two 
doctors. Wolverine, 11 miles north—Indian River 20 
miles north have no doctor. Large territory and ex- 
cellent opportunity available. Contact J. D. Brintnell, 
Village Clerk, Vanderbilt, Michigan. 


FOR SALE: Complete medical and surgical equipment 
of the late Doctor Karl E. Jones of Pompeii and 
Ithaca. Contact owner Mrs. Marian Hargrave, Eaton 
Rapids, Michigan. 
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FOR SALE OR LEASE: Beautiful modern brick home 
and office of the late E. M. Cooper, M.D., in Rock- 
wood, Michigan. On main street also on Huron River. 
Several thousand people without an M.D.; wonderful 
location and large practice. Close to several hospitals 
and close to Detroit’s industries. Call or write Almond 
A. Chapman, Rockwood, Michigan. Phone Rockwood 
377. 





PHYSICIANS WANTED: Psychiatrist—clinic south 
central state, Anglo-American community, $9,000- 
$12,000. Public Health—assistant commissioner, young 
man, lower Michigan, $7,500. Public Health or Pe- 
diatrics—lower Michigan, age unimportant, $7,000. 
Contact Allen Agency, 512 Kales Building, Detroit 26, 
Michigan. Phone Woodward 1-7051. 





DOCTOR OF MEDICINE NEEDED: Since the death 
of Doctor Quinn this community is without medical 
service. Large lucrative practice available to General 
Practitioner. Contact: H. Heysell, Village President, 
Copemish, Michigan. 


JMSMS 





